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Summary 
Human Immunodeficiency Virus (HIV) infection is highly prevalent in South Africa and 
inevitably leads to an acute stage of the disease referred to as Acquired Immunodeficiency 
Syndrome (AIDS). Individual variations in the rate of HIV-disease progression are, amongst 
others, a function of the psychological reactions to an HIV-positive diagnosis and the 
prevalence of psychosocial stressors. This study was conducted in the context of the 
salutogenic paradigm and the existential psychological theory of Viktor Frankl. Sense of 
coherence is a key salutogenic concept and previous studies have suggested a positive 
correlation between the sense of coherence and the wellbeing of HIV-positive individuals. 
The objectives of this research were to explore and describe the search for meaning in life, 
the presence of meaning in life, the sense of coherence and the potential relationships among 
these concepts in HIV-positive adults. The research sample consisted of 62 participants 
recruited from an HIV wellness clinic in the Nelson Mandela Metropolitan area. Key findings 
included the following: Levels of search for meaning in life and presence of meaning in life 
were not found to be elevated or suppressed in the research sample. No significant 
relationship was found between the levels of search for meaning in life and presence of 
meaning in life. The level of sense of coherence of the sample was found to be lower than the 
level of sense of coherence obtained in previous studies from healthy, mixed populations in 
South Africa. A statistically significant relationship was found between the levels of presence 
of meaning in life and the sense of coherence. In conclusion it was proposed that presence of 
meaning in life is a fortifier of the sense of coherence. 
 
Key words: existential psychology, meaning in life, salutogenesis, sense of coherence, HIV 
Chapter 1 
Introduction 
1.1. Overview 
This chapter provides an overview of the research. The motivation and rationale for 
conducting the research is presented. This is followed by a brief review of the core concepts 
which form the cornerstones of this research. The research objectives are then discussed, and 
finally a delineation of the chapters that are to follow, is provided.  
1.2. Problem Statement 
In commenting on the prevalence and impact of HIV on South Africa, Whiteside and 
Sunter (2000, Introduction section, para. 2) warned a decade ago that: “The situation is bad, 
and sadly the number of people falling ill, dying and leaving families will rise over the next 
few years”. In addition to this stern warning Kagee (2006) noted that “more than ever, public 
health psychology is of profound relevance in addressing the challenges that Southern Africa 
faces, such as AIDS, malnutrition, malaria, tuberculosis, public violence, unintentional 
injuries and others” (p. 662).  
Kagee continued by stating that if the aim of public health is to reduce the prevalence of 
disease among populations and to maintain the health of populations, the study of human 
behaviour is an essential component in this understanding, and the enhancement of health 
outcomes.  
The HIV epidemic in South Africa has been defined by the Joint United Nations 
Programme on HIV/AIDS as being a hyper-endemic epidemic. South Africa has the largest 
single population of HIV-infected people in the world, with an estimated 5.2 million people 
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living with HIV in South Africa in 2008. It is clear that HIV has become a major public 
health challenge in this country. 
On an individual level, people who are living with HIV are exposed to a tremendous 
level of physical and psychosocial stressors (Evian, 2002). An extended range of physical 
symptoms is associated with HIV. These include fatigue, weakness, weight loss, pain, 
diarrhoea and nausea, to mention just a few (Makoae et al., 2005). Since the immune system 
of people living with HIV is compromised, the physical symptoms of HIV are often 
complicated by the symptoms of opportunistic infections, such as tuberculosis and cancer 
(Evian, 2002).  
People living with HIV exhibit a variety of psychological signs and symptoms – of 
which the most prominent include depression, anxiety, suicidal ideation, affective numbing, 
denial, guilt, anger and hypochondriasis (Grimes & Grimes, 1995). Additionally, people 
living with HIV are often stigmatised and isolated by their local communities. This leads to 
isolation, loneliness and withdrawal from optimal care (Simbayi et al., 2007).  
There is no cure for HIV; and therefore, people living with HIV are faced with the 
reality of a reduced life expectancy. Consequently, a positive diagnosis of HIV often implies 
concerns about palliative care, financial survival, and caring for dependants after death 
(Simbayi et al., 2007).  
1.3. HIV and Existential Psychology 
A psychological theory that comments on the human experience of suffering, such as the 
persistent and pervasive suffering that is experienced by people living with HIV, has been 
developed by Viktor Emil Frankl (Shantall, 2002) who experienced severe suffering himself 
as a prisoner in the Nazi death camps of the Second World War (Frankl, 1959). Maddi (1996) 
noted that Viktor Frankl (1905 – 1998) was one of the most important representatives of the 
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existential psychology. A key contribution of Frankl‟s existential psychological theory is his 
proposition that optimally developed people have accepted the reality that suffering is a part 
of life, and that finding meaning in life implies finding meaning in suffering. This acceptance 
is, however, not a fatalistic and irresponsible surrendering to life‟s tragedies, but an 
experience that deepens the belief in the ultimate meaning of life, calling individuals to find, 
and to respond to the meaning of their lives (Shantall, 2002).  
Frankl (1975, p. 114) maintained that: 
Whenever one is confronted with an inescapable, unavoidable situation, whenever 
one has to face a fate which cannot be changed, e.g., an incurable disease, such as 
an inoperable cancer; just then one is given a last chance to actualise the highest 
value, to fulfil the deepest meaning, the meaning of suffering. For what matters 
above all is the attitude we take toward suffering, the attitude in which we take our 
suffering upon ourselves. 
The importance of meaning in life, especially during times of adversity has been 
researched to some extent (Fife, 2005). Linn, Lewis, Cain and Kimbrough (1993) reported 
that a higher level of perceived meaning in life has a positive effect on the levels of self-
esteem and anxiety of people living with HIV. In addition, a higher level of meaning in life 
may allow for the development of new care and treatment strategies that are meaningful to 
people who suffer from an incurable disease (Guillory, Sowell, Moneyham, & Seals, 1997).  
These findings have been supported by Fife (2005) who reported that meaning in life has 
a mediating effect on self-perception, which consequently results in improved general 
adaptation following a crisis event.  
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1.4. HIV and the Sense of Coherence 
Another important concept with regard to stress and coping that is related to meaning in 
life is a sense of coherence (Antonovsky, 1985; Hutchinson, 2005). Aaron Antonovsky (1923 
– 1994), who is generally recognised as the founder of the sense of coherence concept, 
(Antonovsky, 1985; Hutchinson, 2005) proposed a continuum of disease and health, where 
the one end of this continuum does not end with the absence of disease, as is the case with 
traditional pathogenic approaches to disease treatment, but is rather extended to include 
levels of wellbeing beyond the mere absence of disease (Antonovsky, 1985).  
Antonovsky (1987) described sense of coherence as a protective personality factor that 
explains why some people are able to maintain good health under considerable strain, while 
others develop illness under an equal amount of strain. Subsequently, Antonovsky (1987) 
proposed that sense of coherence plays a vital role in determining where people will find 
themselves on the continuum of disease and health at a given point in time. Sense of 
coherence is further described as a global view of life based on how individuals perceive 
stressors in terms of their comprehensibility, manageability and meaningfulness 
(Antonovsky, 1985, 1987).  
In recent years, sense of coherence has received a considerable amount of attention in 
scientific literature on health care (Langius-Eklof, Lidman, & Wredling, 2009). Cederfjall, 
Langius-Eklof, Lidman and Wredling (2002) conducted a twelve-month longitudinal study of 
self-reported treatment adherence on a sample of 99 people receiving outpatient treatment for 
HIV. These authors reported that people with a higher sense of coherence reported fewer 
missed medicine doses than those research participants with a lower sense of coherence. In 
another longitudinal study by Langius-Eklof et al. (2009), conducted over two years, the 
authors reported that sense of coherence was a stronger predictor of perceived health-related 
quality of life than biological markers of the degree of HIV-disease progression. The findings 
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of Cederfjall et al. and Langius-Eklof et al. are resonated in the findings of a systematic 
literature review by Eriksson and Lindstrom (2006). They reported that sense of coherence is 
a health-promoting resource which strengthens resilience and contributes to the development 
of a positive subjective state of health.   
The findings of a South African study by Wissing and Van Eeden (2002), which 
indicated that sense of coherence is a strong indicator of general psychological wellbeing, has 
been supported by other South African studies, indicating that sense of coherence is an 
important coping construct in the South African context (Diraz, Ortlepp, & Greyling, 2003; 
Hutchinson, 2005; Katalan, 2003; Madhoo, 1999; Otto, 2002). Meaning in life and sense of 
coherence are thus important factors that contribute to the physiological and psychological 
wellbeing of people living with HIV; and therefore, it is important to explore and describe 
meaning in life and sense of coherence in people living with HIV. The primary research 
objectives of this study have been formulated in the context of the high prevalence of HIV in 
South Africa, with specific reference to the importance of meaning in life and sense of 
coherence in the wellbeing of people living with HIV/AIDS.  
1.5. Primary Research Objectives 
The primary research objectives of this study are summarised in the following four 
statements: 
1. To explore and describe the search for meaning in life in HIV-positive adults. 
2. To explore and describe the presence of meaning in life in HIV-positive adults. 
3. To explore and describe the sense of coherence in HIV-positive adults. 
4. To investigate whether there is a relationship between the search for meaning in life, 
the presence of meaning in life and the sense of coherence in HIV-positive adults. 
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The importance of the stated research objectives is rooted in its potential to inform 
psychological intervention and support to HIV-positive people who have to weather 
psychological and physiological adversity, sometimes to the extreme, on a daily basis.  
1.6. Delineation of the Study 
Chapter 1 serves as an introduction to this study. In this chapter, the context, problem 
statement and primary objectives of the study are briefly presented. 
Chapter 2 provides the context of the current research. The pathogenic nature of HIV is 
reviewed first. This is followed by a discussion on the various ways in which HIV impacts on 
individuals.  
Chapter 3 presents conceptual models of meaning in life and sense of coherence, and 
forms the theoretical framework of this research. These concepts are discussed within the 
context of living with HIV, as described in Chapter 2. 
Chapter 4 describes the research methodology and design utilised in this study. Research 
design, sampling procedure, the psychometric instruments that were used, research 
procedure, ethical considerations and methods of data analysis are all discussed. 
 Chapter 5 provides a discussion on the research results of the study. These results are 
presented within the contextual and conceptual frameworks presented in Chapters 2 and 3.  
Chapter 6 introduces the conclusions to this study based on the research results. The 
limitations of the research are discussed; and recommendations for further research in this 
area of research are suggested.  
1.7. Conclusion 
In this chapter, the high prevalence of HIV disease in South Africa, as well as the impact 
of HIV on infected individuals have been introduced and formulated as the problem 
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statement to be investigated in the current study. The key theoretical concepts used in this 
study, being Frankl‟s conceptualisation of meaning in life and Antonovsky‟s concept of sense 
of coherence, were introduced.  
The importance of these two concepts with regard to the wellbeing of people who are 
living with HIV was linked to the primary research objectives that were subsequently 
introduced and discussed. The chapter concluded with a delineation of the chapters to follow. 
In the following chapter the context of this study will be described further.  
Chapter 2 
The Biological and Psychosocial Implications of Living with HIV 
2.1. Overview 
This chapter provides a description of the context and background in which this research 
has been positioned. The chapter is introduced by an overview of the biological nature of 
HIV, specifically providing a synopsis of the HIV pathogenic process, the transmission of 
HIV and the biological treatment of HIV. The following section highlights the magnitude of 
the impact of HIV by providing global HIV epidemiological data – as well as 
epidemiological data for sub-Saharan Africa and South Africa. Finally, the impact of HIV 
infection on individuals is reviewed, in order to demonstrate the challenges that HIV poses 
for the psychological and physiological health of people living with HIV.     
2.2. Overview of the Biology of HIV and AIDS 
In this section, a brief overview in terms of the key biological features of HIV is 
provided. Firstly, the pathogenic process of HIV is described. This description is followed by 
an overview of HIV transmission, and this section is then concluded with an overview of the 
biological interventions available for the treatment of HIV.  
2.2.1. Synopsis of the HIV Pathogenic Process 
The Human Immunodeficiency Virus (HIV) is a virus that infects the human immune 
system and systematically destroys this system, leaving victims vulnerable to opportunistic 
infections, and ultimately to death (Evian, 2002; Morris & Cilliers, 2005). HIV is different 
from most other viruses that attack the human body, as it is a retrovirus (Van Dyk, 2005). 
Although most retroviruses are simple viruses, HIV is a very complex retrovirus that can 
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mutate quickly within the human body into different variants (Van Dyk, 2005). HIV is also 
unique in terms of its extraordinary ability to evade and deplete the human body‟s normal 
response to viral infections (Evian, 2002; Van Dyk, 2005). 
CD4 lymphocytes (CD4 cells) are the main regulators of the human immune response 
(Evian, 2002; Van Dyk, 2005). When the human body is invaded by a virus, the human 
immune response is triggered by other immune system cells (macrophages). These then act as 
“detectors” of possible infection (Van Dyk, 2005). This macrophage reaction, in turn, triggers 
CD4 cells which regulate the remainder of the immune response (Van Dyk, 2005). When 
HIV enters the body, it binds with CD4 cells, using these CD4 cells as a host for replication. 
This process of virus replication leads to the destruction of the host CD4 cells (Van Dyk, 
2005). Although the immune response continues to function after being infected with HIV, 
the number of CD4 cells in the body decreases over time, as the infection persists (Van Dyk, 
2005). As the number of CD4 cells in the body decreases, the human immune system 
progressively weakens – to the point where the human immune response is entirely 
debilitated (Evian, 2002; Van Dyk, 2005).         
Duration from being infected to total immunodeficiency varies according to the 
individual, and in untreated cases usually ranges between 2 to 7 years (Evian, 2002). People 
who have been infected with HIV generally present with an insidious and escalating onset of 
symptoms of the disease until their immune systems have been depleted – to the point where 
a syndrome of almost complete immunodeficiency develops.  
At this point, people with HIV are diagnosed with AIDS (Evian, 2002; Morris & 
Cilliers, 2005). No cure exists for HIV/AIDS (Wood, 2005); and invariably, infection 
progresses to the point of fatality (Evian, 2002; Van Dyk, 2005). 
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2.2.2. HIV Transmission 
The Human Immunodeficiency (HI) virus is primarily transmitted from one person to 
another via sexual intercourse, but the virus can also be transmitted by passing HIV infected 
blood directly into the body of another person, and from a mother to her child via childbirth 
or breastfeeding (Evian, 2002; Van Dyk, 2005). Although the HI virus has been found in 
saliva, tears, sweat and urine, the viral load in these fluids is generally too low for successful 
transmission. HIV is, however, highly concentrated in blood, semen and vaginal fluids 
(Evian, 2002; Van Dyk, 2005). 
Heterosexual sex is the predominant mode of HIV transmission in South Africa, 
followed by mother-to-child transmission (Shisana et al., 2008). As the injecting of drugs is 
not common in South Africa, the transmission of HIV through the sharing of needles is not 
common either. The safety of donated blood in South Africa is on a par with international 
standards; and all blood is screened for HIV. HIV infection as a result of blood transfusion is 
consequently rare. The prevalence of HIV in men who have sex with men is currently 
unknown, but the preliminary results of ongoing research in this field are pointing to an even 
higher prevalence (Shisana et al., 2008). 
2.2.3. Biological Intervention 
Various treatment options exist for HIV infection, including medication (anti-retroviral 
medicine) that inhibits the formation of new HI viruses in the body. Antiretroviral (ARV) 
medicine is an important component of treatment (Wood, 2005). Highly Active Antiretroviral 
Treatment (HAART) is a pharmacological treatment that uses medicines that are similar to 
ARVs. But ARVs obtain better outcomes due to their pharmacological action (Wood, 2005).  
Unfortunately, HIV has the ability to mutate – and as a result – these medicines lose their 
efficacy over time (Evian, 2002; Wood, 2005). Careful monitoring of the progress of HIV 
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infection, and carefully planned treatment with medicine, in conjunction with lifestyle 
adjustments aimed at preserving the immune system, can significantly slow down the course 
of HIV disease progression (Evian, 2002; Visser, 2005).  
2.3. HIV Epidemiology 
In this section, the latest available, credible HIV epidemiological information will be 
reviewed. Initially, a global perspective on HIV epidemiology is presented. The discussion is 
then narrowed down to HIV epidemiology in Sub-Saharan Africa and South Africa. 
2.3.1. Global HIV Epidemiology 
Table 1 provides estimates of global HIV prevalence and its incidence in 2008, as well 
as estimates of the number of HIV/AIDS-related deaths in 2008 (UNAIDS, 2009). 
 
Table 1: Estimates of Global HIV Prevalence, Incidence and HIV/AIDS-Related Deaths in 
2008 
Number of People living with HIV in 2008 
 Adults 31,3 million 
 Women 15,7 million 
 Children under 15 years 2,1 million 
 Total 33,4 million 
People newly infected with HIV in 2008 
 Adults 2,3 million 
 Children under 15 years 430 000 
 Total 2,7 million 
AIDS-related deaths in 2008 
 Adults 1,7 million 
 Children under 15 years 280 000 
 Total 2,0 million 
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Global estimates of HIV prevalence indicate that the number of people living with HIV 
in 2008 continued to grow (UNAIDS, 2009). The number of people globally estimated to be 
living with HIV in 2008 increased by 20 percent in comparison with estimates of global HIV 
prevalence in the year 2000 (UNAIDS, 2009), and estimates of global HIV prevalence rates 
in 2008 are roughly three times the 1990 estimates (UNAIDS, 2009).  
This persistent increase in the size of the global population living with HIV is attributed 
to the combination of a continued high rate of new infections, as well as the benefits obtained 
from antiretroviral therapy. The United Nations Children's Fund (2009) reported that 
approximately four million people from countries in the low and middle-income categories 
were receiving antiretroviral treatment as of December 2008. This number represents a 10-
fold increase in antiretroviral treatment over a period of five years in these countries (United 
Nations Children's Fund, 2009). 
The latest global epidemiological data suggest that the global transmission of HIV 
peaked in 1996. In this year, 3,5 million new infections occurred (UNAIDS, 2009). In 2008, 
twelve years after the peak of global HIV transmission rates, estimates of the number of new 
infections were estimated to be thirty percent less (UNAIDS, 2009).   
2.3.2. HIV Epidemiology in Sub-Saharan Africa 
The total number of people living with HIV in Sub-Saharan Africa in 2008 was 
estimated to be 22,4 million; and an estimated 1,9 million people living in this region became 
newly infected with HIV in 2008 (UNAIDS, 2009). The HIV epidemic peaked in Sub-
Saharan Africa in 1995; and although the number of new infections in 2008 was estimated to 
be approximately 25% less than in 1995, the number of people living with HIV increased as a 
result of increased longevity – due to improved access to HIV treatment (UNAIDS, 2009). 
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Sub-Saharan Africa remains the region in the world that is most affected by HIV. It has 
accounted for 67% of the global HIV prevalence in 2008 (UNAIDS, 2009).  
This region has also accounted for 68% of the new infections among adults and 91% of 
the new infections amongst children in 2008 (UNAIDS, 2009). Further, this region has 
accounted for 72% of global HIV-related deaths in 2008 (UNAIDS, 2009). Although HIV in 
this region, affects all social and economic groups, females continue to be most affected by 
HIV in Sub-Saharan Africa, where women account for approximately 60% of the HIV 
infections (UNAIDS, 2008). From 1990 to 2007, the average life expectancy of people living 
in Swaziland has halved to 37 years (Whiteside et al., 2006).   
2.3.3. South African HIV Epidemiology 
With an estimated figure of 5.2 million, South Africa is home to the largest population of 
people living with HIV in a single country across the globe. It is currently implementing the 
largest antiretroviral treatment plan worldwide (Shisana et al., 2008; UNAIDS, 2009). HIV 
prevalence surveys in South Africa reported estimated HIV prevalence rates of 11.4% in 
2002, 10.8% in 2005, and 10.9% in 2008.  
These data suggest that South Africa‟s HIV prevalence rate has stabilised at 
approximately 11% (Shisana et al., 2008). 
Heterosexual sex is the primary mode of transmission in South Africa, followed by 
mother-to-child transmission. There is no evidence yet to suggest a decline in HIV infection 
rates among pregnant women in South Africa, where it was reported that more than 29% of 
women who accessed public health services in 2008 tested HIV-positive (Department of 
Health, 2009). Table 2 reflects the 2008 prevalence rate of HIV infection according to 
ethnicity and gender in South Africa, as reported by Shisana et al. (2008).  
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Table 2: Estimates of South African HIV Prevalence by Sex and Race in 2008 
Sex and Race Number Surveyed Prevalence Rate (%) 
Male 5 938 7.9 
Female 8 284 13.6 
African 8 702 13.6 
White 1 327 0.3 
Coloured 3 067 1.7 
Indian 1 102 0.3 
National 14 222 10.9 
 
 
Table 3 reflects the prevalence rate of HIV infection per province in South Africa, as 
reported by Shisana et al. (2008). 
 
Table 3: Estimates of South African HIV Prevalence by Province in 2008 
Province Number Surveyed Prevalence Rate (%) 
KwaZulu-
Natal 
2464 15.8 
Mpumalanga 988 15.4 
Free State 960 12.6 
North West 1156 11.3 
Gauteng 2093 10.3 
Eastern Cape 1984 9.0 
Limpopo 1252 8.8 
Northern Cape 1227 5.9 
Western Cape 2098 3.8 
Total 14222 10.9 
 
2.4. The Burden of HIV on Individuals 
People who have been diagnosed with HIV have to deal with the awareness and impact 
of a reduced life expectancy (Evian, 2002; Mellers, Erlen, Coontz, & Lucke, 2001). 
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Furthermore, HIV-infected people have to face a variety of persistent biological, as well as 
psychosocial stressors, on a daily basis (Evian, 2002; Mboyi, 2005). Although infection with 
HIV ultimately leads to death, it is possible to control the rate of disease progression to a 
varying extent (Evian, 2002; Van Dyk, 2005; Wood, 2005). A reduced rate of HIV disease 
progression in individuals has, for example, been correlated with health-promoting behaviour 
(Van Dyk, 2005; Visser, 2005; Wood, 2005). A balanced and healthy diet, appropriate 
exercise programmes, social support, effective coping skills, regular medical monitoring, and 
adherence to treatment regimes all play an important role in slowing the progression of HIV 
disease (Visser, 2005; Wood, 2005).  
For the purpose of this research, it is important to identify the unique stressors brought 
about by HIV infection, as it is theorised that the stressors to which HIV-positive people are 
exposed have a bearing on their position on Antonovsky‟s (1985) continuum of disease and 
health. In the remainder of this section, the impact of HIV on individuals will be discussed. 
Specific reference is made to the physiological impact of HIV, the psychological impact of 
HIV, the stigmatisation associated with HIV, the impact of HIV on the reproductive and 
sexual health of people living with HIV, the challenges in terms of care and treatment, and 
the impact of HIV on households.  
2.4.1. The Physiological Impact of HIV 
HIV infection results in a progressive disease process leading to the deterioration of the 
health of infected individuals, as their immune systems are progressively compromised (Van 
Dyk, 2005). Medical practitioners have identified five phases of HIV-disease progression, 
each phase characterised by a unique spectrum of physiological symptoms (Evian, 2002; Van 
Dyk, 2005). The typical symptom pattern of each phase is described in the following 
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paragraphs – in order to illustrate the physiological stressors that HIV-positive individuals are 
subjected to in each phase. 
2.4.1.1. Acute Seroconversion Illness 
The acute seroconversion phase of HIV infection takes place at the point when a 
person‟s HIV status changes from being negative to positive. This typically occurs 
approximately six weeks after infection, when the infected person‟s immune system 
recognises the HI virus in the body. Hence, the immune system starts to produce antibodies 
(Van Dyk, 2005). HIV infection is revealed when the presence of these HIV antibodies is 
detected in the blood of infected individuals by means of HIV tests (Evian, 2002).  
Approximately 30 – 60 percent of people infected with HIV develop an illness during 
seroconversion that usually lasts one to two weeks. Seroconversion illness is typically 
characterised by a sore throat, headache, mild fever, fatigue, muscle and joint pains, 
gastrointestinal symptoms and swollen lymph nodes. It is often mistakenly diagnosed as a 
flu-like viral infection due to its similar clinical presentation (Van Dyk, 2005).     
2.4.1.2. The Asymptomatic Latent Phase 
During the asymptomatic latent phase, a person infected with HIV will not experience or 
exhibit any physical symptoms; and many people with HIV in the latent phase are not even 
aware that they are infected (Evian, 2002; Van Dyk, 2005). In this phase, people with HIV 
are able to maintain their health and can continue with their life and work in a normal way. 
The duration of the asymptomatic latent phase varies greatly from person to person. Some 
people may stay healthy for years, while others may deteriorate rapidly in a matter of months 
(Evian, 2002; Van Dyk, 2005). 
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2.4.1.3.  The Minor Symptomatic Phase 
Minor and early symptoms of HIV usually start to manifest during this third phase of 
HIV infection (Van Dyk, 2005). During this phase, HIV-positive people start to present with 
mild to moderate swelling of the lymph nodes in the neck, jaw, armpits and groin. 
Additionally, they experience occasional fever, herpes zoster (shingles), skin rashes, 
dermatitis, fungal nail infections, recurrent oral ulceration, recurrent respiratory tract 
infections, malaise, fatigue, lethargy and weight loss of up to 10% of the usual body weight 
(Evian, 2002; Van Dyk, 2005). People in the minor symptomatic phase of HIV disease are 
usually able to continue with their usual activities despite these symptoms (Van Dyk, 2005). 
2.4.1.4. The Major Symptomatic Phase 
The onset of the major symptomatic phase is marked by the onset of opportunistic 
infections, as a result of a severely diminished immune system (Evian, 2002; Van Dyk, 
2005). This phase is also marked by the onset of major symptoms. These include persistent 
oral and vaginal infections, recurrent shingles and cold sores, bacterial skin infections and 
rashes, constant unexplained fever lasting a number of weeks at a time, night sweats, chronic 
diarrhoea, significant and unexplained weight loss, shrinking and enlarging of the lymph 
nodes, abdominal discomfort, headache, persistent coughing and the appearance of thickened 
white patches on the tongue (leukoplakia) (Van Dyk, 2005). People in the major symptomatic 
phase of HIV infection are usually bedridden for up to 50% of the day (Van Dyk, 2005).  
2.4.1.5. The Severe Symptomatic Phase 
It typically takes about 18 months for a person in the major symptomatic phase of HIV 
infection to progress to the severe symptomatic phase (Evian, 2002; Van Dyk, 2005). When 
people reach the severe symptomatic phase, they are said to have AIDS (Evian, 2002). The 
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onset of the severe symptomatic phase is, consequently, marked by the development of 
AIDS-defining conditions (Evian, 2002).  
During this phase, people become infected with relatively rare and unusual organisms; 
and treatment with antibiotic medicines then becomes ineffective (Van Dyk, 2005). As the 
immune system starts to deteriorate exponentially, the infected person falls prey to persistent 
and untreatable opportunistic infections and cancers begin to develop (Evian, 2002; Van Dyk, 
2005). It is also not uncommon for organ damage to occur during the severe symptomatic 
phase (Van Dyk, 2005). People with AIDS (severe symptomatic phase) usually die within 24 
months of the onset of this last phase.  
2.4.2. The Psychological Impact of HIV 
Research findings from across the globe indicate that HIV-positive people experience 
significant psychological distress, as a result of living with HIV (Brandt, 2009; Cluver & 
Gardner, 2007). Shawn, Campbell, Mnguni, Defilippi and Williams (2005) found that the 
most immediate and important symptoms of people living with HIV are feelings of anger, 
loneliness, decreased sense of support from family and friends, and a decreased sense of 
satisfaction with life. Based on a cross-sectional survey of 64 HIV-infected individuals in 
rural South Africa, Shawn et al. (2005) developed a list of the psychological problems that 
people living with HIV experience. This list includes the frequency of the reported 
psychological problem, as well as the level of psychological distress associated with each of 
these symptoms. Table 4 is a rendering of these findings. The findings by Shawn et al. (2005) 
are supported by those of Makoae et al. (2005) These authors surveyed 743 men and women 
living with HIV/AIDS in Botswana, Lesotho, South Africa – and in Swaziland – using a 
cross-sectional design. Makoae et al. (2005) reported that tremendous psychological 
challenges are posed to people living with HIV, and that both the physiological and the 
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psychological symptoms related to HIV disease were profoundly disruptive, affecting almost 
every aspect of the infected individuals‟ lives.  
Participants in the study by Shawn et al. (2005) reported high levels of fear, worry, 
depression and anxiety. It was also noted that these symptoms were reported by respondents 
at a high frequency, and that people living with HIV more frequently report psychological 
symptoms, such as fear, weakness, fatigue, anxiety and confusion, even in the absence of any 
physiological symptoms (Makoae et al., 2005). 
 
Table 4: HIV-Associated Psychological Symptoms in a Sample of 64 People from Rural 
Regions of South Africa Living with HIV 
Psychological Symptom 
Respondents 
reporting 
symptom (%) 
How often this 
symptom 
occurred
1
 
Level of distress 
associated with 
this symptom
2
 
Decrease in sexual interest 88 4.2 2.5 
Feelings of anger 66 4.0 4.1 
Feelings of loneliness 50 3.5 4.2 
Nervousness /worried/anxious 50 3.5 4.1 
Decrease in social activities 48 4.2 4.3 
Feelings of hopelessness 42 3.9 4.2 
Increased sense of guilt or 
punishment 
39 4.2 4.6 
Decreased sense of satisfaction 38 3.6 4.1 
Decreased sense of usefulness 27 4.6 4.4 
Decreased family support 23 4.6 4.7 
Fearfulness 22 2.9 3.6 
Difficulty taking care of self 17 4.6 4.5 
Decreased support from community 9 3.3 4.0 
 
1
 How often this symptom occurred during the past 7 days on a scale of 0 (not at all) to 5 (all the time). 
2
 How much psychological distress was associated with this symptom on a scale of 0 (none at all) to 5 (worst 
possible). 
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By means of a systematic review of research regarding the mental health of people living 
with HIV/AIDS in Africa, Brandt (2009) found that in most of the studies reviewed, about 
half of the people sampled living with HIV also suffered from a psychiatric disorder. This 
finding supports reports that HIV infection can lead to severe mental illness (Joska, Kaliski, 
& Benatar, 2008). Walkup, Satriano, Barry, Sadler and Cournes (2002) defined severe mental 
illness as the presence of a major psychiatric disorder, such as Schizophrenia or Bipolar 
Disorder, with significant disabilities, such as impaired judgement and insight, and with a 
tendency to follow a chronic course.  
HIV infection can lead to severe mental illness, either as a result of the direct effect of 
the HI virus on the central nervous system (Lezak, Howieson, & Loring, 2004; Sadock & 
Sadock, 2007), or as a result of a stressful life event precipitating a severe mental illness 
(Sadock & Sadock, 2007). Carey, Carey and Kalichman (1997) estimated that, in the United 
States of America, HIV-prevalence among people who also suffer from a severe mental 
illness is between 13 to 76 times higher than that in the general population; while Joska et al. 
(2008) found, in a South African study, that the prevalence of HIV among individuals making 
use of state in-patient psychiatric care facilities might be as high as 59.3%. 
2.4.3. HIV and Stigmatisation 
The manner in which people cope with HIV, and the manner in which they disclose their 
HIV status to important others, is strongly influenced by cultural and community beliefs 
about the causes of illness, patterns of response to illness, as well as social values and norms. 
Consequently, a lack of knowledge, as well as misinformation about HIV, often results in 
inappropriate reactions to people living with HIV. They may be perceived as different and 
potentially hazardous (Makaoae et al., 2008).  
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People who are marked as different are often perceived as being part of an out-group, 
and as a result, these people are reduced in the minds of other community members (the in-
group) as being tainted and of discounted value (Sears, Peplau, & Taylor, 2006). Those that 
are different are seen as substandard and as a threat to the community. These views facilitate 
the process of discrimination, and they result in reduced opportunities for stigmatised people 
(Sears et al., 2006).  
HIV is a highly stigmatised disease in Southern Africa (Shisana et al., 2008; Simbayi et 
al., 2007; UNAIDS, 2009). Simbayi et al. (2007) found that 40% of participants from an 
anonymous survey of 420 people living with HIV in Cape Town, South Africa, reported 
discrimination as a result of their HIV-positive status. One out of five of the participants in 
the study by Simbayi et al. (2007) reported that they had lost their accommodation or 
employment because of their HIV status; and more than one out of three participants, 
reported feeling dirty, ashamed or guilty as a result of being HIV-positive. In a similar study 
conducted in Zimbabwe, Duffy (2005) found that the stigma relating to HIV disease 
challenged health promotion and support to people living with HIV, and that the physical 
manifestation of advanced HIV disease are considered to be a clear indication of immoral 
behaviour. As a result, people in the advanced stages of HIV are often avoided or mistreated, 
to the extent that Alonzo and Reynolds (1995) described the life of people living with HIV as 
a persistent struggle – in an attempt to cope with, and manage this HIV-related stigma. 
Research has shown that this persistent struggle with an HIV-related stigma has a variety of 
negative effects on the health behaviour of people living with HIV, such as seeking HIV 
testing, the willingness to disclose one‟s HIV status, and accessing health care services 
(Alonzo & Reynolds, 1995).  
Stigmatisation of people living with HIV, however, does not only lead to discrimination, 
but also to negative psychological sequelae caused by the internalisation of this 
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stigmatisation. Lee, Kochman and Sikkema (2002), for example, found that high levels of 
internalised HIV stigma are related to an increase in the severity of HIV-related symptoms. 
2.4.4. The Impact of HIV on Reproductive and Sexual Health 
People who are infected with HIV and who are still in good health may want to have 
children (Segurado & Paiva, 2007). Cooper, Harries, Myer, Orner, & Bracken (2007) 
reported that infection with HIV does not remove infected individuals‟ reproductive desires, 
but does seem to modify these desires, and that the reproductive intentions of people living 
with HIV exhibit extensive diversity. This finding is supported by the studies of Paiva, Filipe, 
Santos, Lima and Segurado (2003) and Smits et al. (1999). These researchers found that both 
men and women continue to desire children after receiving an HIV-positive diagnosis.  
In many cases, however, people with HIV are deterred from having children out of fear 
for the infection of their sexual partner or the planned child (Thornton, Romanelli, & Collins, 
2004). HIV-positive adults are also often deterred from having children due to a strong 
perception of community disapproval for bearing children, whilst being HIV-positive (Myer, 
Morroni, & Cooper, 2006).  
Despite these factors that deter HIV-infected women from considering pregnancy, 
Cooper et al. (2007) reported that in a sample of 61 South African men and women, 
motherhood was considered to be an important component of women‟s identity, as well as an 
important component of their social status. This finding pertaining to the importance of 
parenthood with regard to their identity and social standing was also reported by Dyer, 
Abrahams, Mokoena and Van der Spuy (2002).  
In addition, Cooper et al. (2007) found that most of the HIV-positive women in their 
research sample had never discussed their intentions with regard to child bearing with health 
care providers out of fear of anticipated negative reactions. The minority of women who 
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discussed their reproductive intentions with health care providers reported that they perceived 
the counselling that they received as being unsupportive of open discussion.  
These findings by Cooper et al. (2007) thus support the findings by Segurada and Paiva 
(2007), suggesting that social and cultural issues and the lack of programmatic support 
continue to hinder the fulfilment of sexual and reproductive health in people living with HIV. 
Additionally, these findings suggest a lack of support for having a family, while being 
infected with HIV. 
2.4.5. Stressors Related to the Treatment and Care of People with HIV 
People who are infected with HIV are faced with a variety of practical concerns relating 
to treatment, such as selecting which therapies to use, judging which therapies prove to be 
effective, combining Western medicine with complementary treatment, assessing the safety 
of treatment, and dealing with the barriers to obtaining the various forms of treatment (Gillett, 
Pawluch, & Cain, 2002). Consequently, HIV-positive people are often dependent on 
obtaining information and primary care from professional caregivers in their community. 
Suboptimal interaction between people with HIV and caregivers can thus lead to increased 
anxiety about treatment decisions and health status. Research has suggested that a small or 
non-prospect of recovery for patients might lead to ritualistic and retreatist behaviour on the 
part of caregivers (Stein, Lewin, & Fairall, 2007). This phenomenon might be especially 
descriptive of HIV care and treatment provided by caregivers in the more rural areas of South 
Africa, where very few resources are available for the treatment of people living with HIV 
(Makoae et al., 2005).  
Mkhabela, Mavundla and Sukati (2008) conducted in-depth interviews with six 
professional nurses from four different regions in Swaziland. They reported that the 
interviewed nurses were persistently depressed and in need of social support themselves. 
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These authors also suggested that the nurses who participated in their research had 
insufficient training to prepare them for the psychological and physiological demands of their 
working environments (Mkhabela et al., 2008).  
The findings of Mkhabela et al. (2008) were echoed in South Africa by Shabalala et al. 
(2002). Shabalala et al. reported problems in the encounter between primary health care 
professionals and primary health care clinic visitors with sexually transmitted diseases in 
South Africa. According to these authors, a lack of training of primary health care 
practitioners regarding the management of sexually transmitted diseases undermined the 
effectiveness and quality of treatment provided by these individuals (Shabalala et al., 2002).  
2.4.6. The Impact of HIV on Households 
The social context of households in South Africa, especially in rural areas, creates a 
situation in which the impact of HIV on families is deepened (Hosegood, Preston-Whyte, 
Busza, Moitse, & Timaeus, 2007). Households are commonly extended to include unmarried, 
adult children. Together with age-specific patterns of sexual and vertical HIV transmission, 
families are likely to experience multiple cases of HIV disease and HIV-related deaths.  
Besides the emotional impact, families that are exposed to such multiple incidents of 
HIV disease and death often end up in deep financial crises, due to the expenses of home-
based palliative care and the loss of breadwinners. These financial crises, in turn, lead to food 
insecurity and the keeping of children out of school (Hosegood et al., 2007). Surviving family 
members often find themselves in distress about the relentless way in which other members 
of the family are affected by illness and death, and as a consequence, they develop an 
increased fear of being stigmatised (Duffy, 2005). This increased fear of stigma, in turn, leads 
to an increased fear of isolation and fear of the withdrawal of community and social support. 
Loevinsohn and Gillespie (2003) commented that many families who have endured multiple 
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cases of HIV-related disease and death are, in fact, not coping with the aftermath left by HIV 
infection, since the concept of coping implies a level of self-sufficiency and the ability to 
meet the demands imposed on the household.  
While meaning in life and sense of coherence have both been introduced in Chapter 1 as 
important concepts with regards to the wellbeing of people living with HIV, the discussion so 
far has demonstrated that HIV disease is highly prevalent in South Africa and that HIV 
infection has a severe and multifaceted impact on individuals living with HIV.  
2.5. Conclusion 
The intention of this chapter was to highlight the impact of HIV disease in terms of both 
the enormous prevalence of HIV and the seriousness of the impact of HIV on individuals. 
The magnitude of the HIV epidemic in South Africa has been described in terms of 
epidemiological data on HIV prevalence and incidence. These data were presented in 
comparison with epidemiological statistics for Sub-Saharan Africa and the entire globe. 
These data clearly indicate that South Africa is one of the countries in the world that is worst 
affected by the HIV epidemic. Indeed, the largest population of HIV-positive individuals in 
the world is found in South Africa. 
 Following a brief review of the biological nature of HIV and a review of HIV 
epidemiology, the focus of the chapter shifted to the impact of HIV on people living with 
HIV. The impact of HIV on people that are HIV-positive has been described in terms of the 
physiological impact, the psychological impact, stigmatisation, challenges in terms of 
reproductive and sexual health, challenges in terms of treatment and care, and the impact of 
HIV on households. In the following chapter, the concepts of meaning in life and sense of 
coherence will be discussed in terms of the theoretical frameworks from which they 
originated, and also in terms of their relevance to people living with HIV.  
Chapter 3 
A Conceptual Framework of Meaning in Life and the Sense of Coherence 
3.1. Overview 
In this chapter, the concepts of meaning in life and sense of coherence are examined – in 
order to facilitate an understanding regarding the psychological processes that influence 
people living with HIV. Meaning in life, as it was conceived by Viktor Frankl, is presented 
first. This is followed by a discussion of Antonovsky‟s concepts of salutogenesis, generalised 
resistance resources and the sense of coherence.  The discussion of these concepts in this 
chapter creates the theoretical grounds for further discussion in the following chapters.  
The chapter concludes with an overview of the previous research findings regarding 
meaning in life and the sense of coherence in people living with HIV. 
3.2. Overview of Existential Philosophy 
Viktor Frankl is well known for his existential approach in understanding human 
behaviour, but some of the basic premises of existential thought, as applied by Frankl, have a 
significant history dating back to the beginning of the 19
th
 century. The Danish philosopher, 
Sőren Kierkegaard (1813 – 1855) is generally regarded as the father of modern existential 
philosophy (Hall, Lindzey, & Campbell, 1998; Stevenson, 1987). Kierkegaard emphasised 
the importance of individuality and choice; and he attempted to understand human behaviour 
and individual feelings – when confronted with choice (Kierkegaard, 1941; Stevenson, 1987).  
In the twentieth century, existential philosophy was centred on the mainland of Europe. 
At this time, Husserl‟s idea of phenomenology was influential (Stevenson, 1987). At the 
time, phenomenology was an attempt to circumvent problematic starting points in 
philosophical theory – by describing phenomena simply as they are seen; and thereby, not 
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having to make assumptions regarding phenomena in reality (Stevenson, 1987). As a result, 
existential philosophy evolved into a study of human consciousness (Stevenson, 1987).  
Existentialism rose in prominence in Europe in the years prior to the Second World War, 
as a result of the French resistance to the German occupation (Hall, Lindzey, & Campbell, 
1998). The French philosophers, Jean-Paul Sartre and Albert Camus acted as the spokesmen 
for the European existential movement that quickly expanded to the United States of America 
(Hall, Lindzey, & Campbell, 1998). Sartre (1905 – 1980) is best known for his seminal work 
Being and Nothingness. This was published for the first time in 1943 (Stevenson, 1987); and 
in which, he proposed that man‟s existence precedes its essence and that human life has not 
been created for any purpose.  
As a result it is up to each individual to decide for him/herself what to do with his/her 
existence. Meaning in life, according to Sartre, is therefore created by each individual rather 
than discovered (Sartre, 1957; Stevenson, 1987). Sartre (1957) further stated that people are 
condemned to be free, and that the only limitation to freedom is that humans cannot choose 
not to be free. Sartre (1957) proposed that a heightened awareness of death leads to the 
highest awareness of freedom of choice that can be experienced by any human being.  
This freedom can inspire people to continue with their individual life tasks despite the 
challenges that they face in daily living. By applying Sartre‟s theory to people living with 
HIV, it can be proposed that the heightened awareness of mortality in people living with HIV 
(Fife, 2005), can be transformed into an opportunity to live meaningful lives through creative 
life projects.  
The influential German philosopher, Martin Heidegger (1889 – 1976), published his 
seminal work Being and Time in 1927 (Mulhull, 1996). In this major and obscure work, his 
central concern is with living an authentic life. According to Heidegger (1962), authenticity 
can only be obtained by accepting the real nature of human life as being finite, and 
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consequently, in order to live authentically, a person must overcome the “angst” (p. 230) of 
not being immortal. Thus, according to Heidegger, people with life-threatening diseases, such 
as HIV, would be better equipped to deal with the reality of their illness once they had 
overcome the fear of mortality. In a similar way, all people can live more meaningful lives by 
acknowledging their mortality.  
In reviewing existential philosophy, the core tenets of this philosophy can be 
summarised by the following points (Schrader, 1967; Stevenson, 1987): 
 A focus on individuals rather than general theories of human nature. 
 The meaning of human life, rather than objective truths, about the universe. 
 Being concerned about the freedom of individuals as a central attribute of being 
human. 
It was only from the 1950s that existential thought made a significant and formal impact 
on the theory and practice of psychotherapy (Hall, Lindzey, & Campbell, 1998). Existential 
therapy is, however, neither an independent school of therapy, nor is it a delineated model of 
therapeutic techniques. It should rather be conceptualised as a philosophical approach that 
influences therapeutic practice (Corey, 2005; Frankl, 1967).  
Of the prominent figures in existential psychology, the names of Viktor Frankl, Irvin 
Yalom and Rollo May are perhaps the best known. 
3.3. The Existential Psychology of Viktor Frankl 
Maddi (1996) noted that Viktor Emil Frankl (1905 – 1998) was one of the most 
important representatives of existential psychology. Frankl grew up in Vienna, where he later 
worked as a professor of neurology and psychiatry at the University of Vienna. At the 
University of Vienna, Frankl was a student of Freud, but he later became a student of Alfred 
Adler (Shantall, 2002). Frankl was however dissatisfied with the teachings of both Freud and 
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Adler (Shantall, 2002). On the one hand, Frankl (1965) believed that Freud placed too much 
emphasis on need satisfaction, which Frankl referred to as the will to pleasure. On the other 
hand, he believed that Adler overemphasised the self-esteem needs for superiority and power, 
which Frankl (1965) referred to as the will to power.  
In contrast to the theories of Freud and Adler, Frankl (1959, 1964, 1965, 1978, 1988) 
was of the opinion that people suffer from a sense of meaninglessness and emptiness, and he 
termed this condition the existential vacuum. He contrasted his concept of the existential 
vacuum with Maslow‟s concept of peak experiences, and thus described the existential 
vacuum as an abyss experience.  
Frankl (1967) maintained that there are three levels of human existence, namely the 
physical, psychological and the spiritual or noölogical; and he explained these three levels in 
what he referred to as his dimensional ontology (Frankl, 1988). The physical dimension 
refers to the description of a person as “nothing but a complex biochemical mechanism 
powered by a combustion system which energises computers with prodigious storage 
facilities for retaining encoded information” (Frankl, 1988, p. 21).  
The psychological dimension refers to the needs and drives of humans that influence 
their behaviour; and this is the dimension focused on by the theories of Freud and Adler. It is, 
however, the spiritual (noölogical) dimension that is unique to humanity; and it is this 
dimension which is the essence of being.  
Frankl (1964) used the term “noölogical” to “denote anything pertaining to the spiritual 
core of man‟s personality” (p. 102). As Frankl (1967) himself stated: “Man is spirit” (p. 63). 
Frankl (1988) thus criticised Freud and Adler for excluding the spiritual dimension in their 
theories of human behaviour – resulting in a distortion of their view on the nature of human 
existence (Shantall, 2002).  
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Believing that human beings seek more than pleasure and power, Frankl (1959, 
1964,1965,1988) consequently came to the conclusion that human beings are primarily 
motivated by the will to meaning, or stated otherwise, the will to fill their inner void or 
existential vacuum with something that is meaningful.  
Frankl (1959, 1988) referred to the will to meaning as the equivalent of Freud‟s drive for 
pleasure and Adler‟s drive for superiority.  He proposed that the frustration of the will to 
meaning, which he referred to as existential frustration, is a core aetiological factor in many 
neurotic conditions. He referred to these conditions as noögenic neuroses. Noogenic neurosis 
is, however, not a generally accepted psychological disorder in modern, mainstream psycho-
pathological literature (Sadock & Sadock, 2007); and psychological disorders are generally 
viewed as the result of the interaction of predisposing, precipitating and perpetuating factors 
of a biological, psychological and social nature (Sadock & Sadock, 2007).  
Recently, however, several studies have been published regarding the importance of 
spirituality pertaining to the wellbeing of people (Ironson et al., 2002), and an increasing 
number of studies demonstrate the importance of spirituality as a health-promoting factor, 
especially in the case of people living with HIV (Cobb, 2008; Hines, 2008; Jacobson, 
Luckhaupt, Delaney, & Tsevat, 2006; Litwinczuk & Groh, 2007; McCormick, Holder, 
Wetsel, & Cawthon, 2001; Phillips, Mock, Bopp, Dudgeon, & Hand, 2006; Scarinci, Griffen, 
Grogoriu, & Fitzpatrick, 2009).  
Crossley (1998) found that an HIV-positive diagnosis leads to a shattering of the belief 
that a meaningful life is still possible. This results in diminished illness management and 
quality of life for people living with HIV. The shattering of meaning in life – upon receiving 
an HIV-positive diagnosis could therefore be described as an abyss experience and the belief 
that it is not possible to find meaning in life after an HIV-positive diagnosis.   
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Although Frankl (1978, 1988) believed that his concept of the will to meaning is 
comparable to Freud‟s pleasure principle or Adler‟s striving for superiority, in that it is a 
central motivating strand of the human personality, he deliberately named this concept the 
will to meaning rather than the drive for meaning, arguing that a drive implies a mechanistic 
and reductionist ontology. The term will to meaning, on the other hand, implies that human 
beings have a choice to live meaningful lives or not - and that people are not mechanistically 
driven to find meaning in life (Frankl, 1988). In terms of people living with HIV, this is an 
important assertion by Frankl. As has been shown in Chapter 2, the wellbeing of HIV-
positive people is challenged extensively and holistically. Even though HIV-positive people 
are not mechanically driven to find meaning in their lives, they retain the freedom to choose 
to find meaning in their lives up to a very advanced phase of disease progression. 
Frankl (1959, 1964) named his existential view of people and the treatment of neuroses, 
logotherapy (from the Greek word for meaning, “logos”), but at the same time he clearly 
stated that the term logotherapy does not refer exclusively to psychological intervention 
based on his existential view of human nature. Logotherapy also refers to the underlying 
principles and theory of his existential approach. Additionally, Frankl (1988) did not regard 
logotherapy as a theory of the personality, but rather as a theory of life that has meta-clinical 
implications for psychotherapy. He maintained that logotherapy was not intended to replace 
other therapeutic approaches, but rather to add a new dimension to the understanding of 
human behaviour and, therefore to the treatment of psychopathology (Frankl, 1988). For 
people living with HIV, logotherapy therefore offers treatment of the spiritual and existential 
concerns that form such a central part of living with HIV (Fife, 2005; Mayers, Naples, & 
Nilsen, 2005). 
As has been noted, Frankl was not of the opinion that the personality theories of Freud 
and Adler were invalid, but he criticised these theories as being reductionistic in nature and 
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not acknowledging the human capacity of the freedom of will (Frankl, 1988). Because of the 
ability to reflect on themselves and the ability of self-awareness, human beings have the 
ability to consider and choose their own behaviour (Frankl, 1959, 1964, 1978, 1988). There is 
thus an opportunity for human beings to transcend their own drives. As has been noted in 
Chapter 2, people living with HIV are gradually stripped from their physical health (Evian, 
2002), mental health (Grimes & Grimes, 1995) and dignity (Lee et al, 2002). They are often 
seen as a burden on others (Hosegood et al., 2007), and are terribly stigmatised (Alonzo & 
Reynolds, 1995). Frankl (1959, 1964, 1978, 1988) also maintained that even under 
circumstances where humans have no options in terms of how to behave, they still retain their 
freedom to choose how they see themselves and to choose an attitude towards themselves and 
their situation.  
In order to further clarify his theory, which has often been criticised as being vague 
(Hall, Lindzey, & Campbell, 1998; Maddi, 1996; Shantall, 2002), Frankl (1988) structured 
his conception of logotherapy in terms of three triads. The structure and implications of 
Frankl‟s theory in terms of these triads will be explored further in the following subsections. 
3.3.1. The Pillars of Logotherapy 
Frankl (1988) referred to the freedom of will, the will to meaning, and meaning in life as 
the three pillars of logotherapy; and these three concepts form the first triad of logotherapy. 
3.3.1.1.Freedom of Will 
Freedom of will is a central concept in logotherapy; and Frankl (1959) believed that 
freedom of will is subjectively experienced by all people. Even abstinence from making 
decisions remains a decision in itself. Freedom of will is not infinite, however, and is limited 
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by environmental constraints. Freedom is therefore defined by Frankl as the ways and means 
whereby humans transcend their constraints and accomplish their life task (Frankl, 1964). 
3.3.1.2. Will to Meaning 
Frankl (1959) described the will to meaning as the strongest human striving; and he paid 
particular attention to his assertion that the will to meaning should not be regarded as a 
secondary drive - the result of rationalisation or reaction formation or any other ego-defence 
mechanism, but rather as a primary motivator (Frankl, 1959). According to Frankl (1959), the 
will to meaning is almost universally present in all people. In this respect, Frankl deviated 
from atheistic French existentialism, which declined to make any general statements about 
human nature (Stevenson, 1987).  
The will to meaning is of particular importance to people living with HIV, as they often 
experience an exacerbated existential vacuum when they find out that they are HIV-positive 
(Crossley, 1998). When HIV-positive people choose to respond to their will to meaning, they 
are, however, able to reconstruct meaning in their lives and to transcend the abyss experience 
associated with an existential vacuum.  
3.3.1.3. Meaning in Life 
Frankl differed from mainstream existentialism regarding an important aspect of 
existential thought. Whereas, Sartre and Heidegger‟s opinion was that life is in essence 
meaningless and being is in itself an absurdity (Stevenson, 1987), Frankl (1959, 1964, 1988) 
stated that meaning is inherently present in life and that it is the responsibility of every person 
to detect the meaning in their lives, rather than to invent or create it. It is this proposition of 
Frankl that makes his theory particularly appropriate to people living with HIV disease.  
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Firstly, the inherent presence of meaning in life implies that the possibility of living a 
meaningful life is not a function of people‟s ability to create meaning through the application 
of their own physical, psychological and social resources – those resources which are likely 
to be diminished in many people living with HIV. Secondly, it implies that meaning in life 
remains present even in the most challenging of life situations experienced by people living 
with HIV. 
 Frankl (1964) did not prescribe any specific source of meaning in life. He merely stated 
that the discovery of meaning in life is the task of every individual; and that meaning in life is 
grounded in the spiritual (noölogical) dimension of personality. Frankly (1964, 1975, 1988), 
however, sternly warned that the “spiritual does not have a primarily religious connotation 
but refers to the specifically human dimension” (Frankl, 1964, p. 102).  
3.3.2. Meaning in Life: The Second Triad 
Frankl‟s second triad is a derivative of meaning in life; and it deals with the ways in 
which individual human beings find meaning in their lives. The meaning-in-life triad consists 
of the concepts of creative values, experiential values and attitudinal values (Frankl, 1988). 
3.3.2.1. Creative Values 
Creative values are those values which are experienced through a person‟s contributions 
to life; and they can consist of any contribution that is made by a person which allows that 
person to feel part of life in a meaningful way. Because humans have a task, a mandate, or a 
goal in life, they have the capacity to obtain fulfilment. Meaning in work can, for example, be 
found when work becomes a creative expression of a responsibility to one‟s life task, goal or 
mandate (Shantall, 2002). The meaning of work amongst people living with HIV has been 
studied by McReynolds (2001). This author reported that work offered people living with 
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HIV an opportunity to be distracted from the symptoms of HIV, and afforded them the 
opportunity to be contributing members of society. In a similar vein, Hall (2003) reported that 
HIV-positive people who serve as volunteers in the care-giving and counselling of other 
people with HIV, experience higher levels of hope and social support than do non-volunteers.  
3.3.2.2. Experiential Values 
Experiential values are analogous to the “blessings we receive in life” (Shantall, 2002, p. 
444). By being open to the good and the genuine, humans are able to experience meaning. 
Experiential values awaken our appreciation and involvement through experiences of the 
things that are good, beautiful and true (Frankl, 1988; Shantall, 2002).  
Frankl (1975, 1978, 1988) regarded love as the greatest experiential value, since it puts 
people in touch with themselves and others in a way that optimises their experience of the 
uniqueness of themselves and others. Since love can be a source of devotion and arouse deep 
feelings of care and responsibility for the loved ones, love can be a significant contributor to 
experiencing life as meaningful (Frankl, 1975, 1978, 1988; Shantall, 2002). As has been 
stated in Chapter 2, many people who are living with HIV are in good health and desire to 
have children (Segurado & Paiva, 2007). The use of anti-retroviral therapies makes it 
possible for people living with HIV to envisage life projects, such as marriage and 
parenthood, despite the myriad of social and cultural issues which have to be negotiated 
(Cooper et al., 2007; Segurado & Paiva, 2007).  
3.3.2.3. Attitudinal Values 
The source of meaning in life – possibly the most applicable to people living with HIV – 
are referred to by Frankl as attitudinal values. Attitudinal values refer to the values that 
people experience as a result of the attitudes that they take towards life; and these values are 
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especially important in the experience of inescapable suffering (Frankl, 1988; Shantall, 
2002).  
Frankl (1988, p. 73) stated that “… logotherapy is an optimistic approach to life, for it 
teaches that there are no tragic and negative aspects which could not be, by the stand one 
takes to them, transmuted into positive accomplishments.” Research has shown that the 
attitude that people take with regard to their HIV status impacts on various forms of health-
promoting behaviour, such as obtaining information about HIV, the avoidance of high-risk 
sexual behaviour, treatment adherence, eating a balanced diet, getting appropriate exercise 
and avoiding opportunistic infections (Lightsey, 2006; McCormick et al., 2001; Mellers et al., 
2001; Phillips et al., 2006; Westling, Garcia, & Mann, 2007).  
According to Frankl (1978, 1988), humans are, however, inevitably confronted by three 
facts, namely pain, guilt and death. These three facts constitute Frankl‟s tragic triad.  
3.3.3. The Tragic Triad 
Frankl‟s (1988) third triad, also referred to as the tragic triad, consists of meaningful 
attitudes towards pain, guilt and death. As Frankl himself stated: “To live is to suffer, to find 
meaning in life is to find meaning in suffering, that is, what attitude we adopt towards our 
suffering.” (1959, p. x). When suffering is unavoidable or a situation is unchangeable, human 
beings still have the unique capacity and freedom to change their attitude towards themselves 
or their environment, and as stated in Chapter 1: “…to fulfil the deepest meaning, the 
meaning of suffering. For what matters, above all, is the attitude we take toward suffering, 
the attitude in which we take our suffering upon ourselves” (Frankl, 1975, p. 114). 
Research findings indicate that people living with HIV have been able to find new 
meaning in their lives after being diagnosed with HIV (Crossley, 1998; Fife, 2005). Mayers 
et al. (2005), for example, found that mothers with HIV often reported that their children 
37 
 
serve as a meaning-giving source; and Hall (2003) reported how people living with HIV 
found meaning in their lives through voluntary assistance to other people living with HIV.  
3.3.4. Optimal Functioning and Development 
Frankl pointed out that people function and develop optimally when they are functioning 
on the spiritual dimension, i.e. when the spiritual dimension of human nature becomes fully 
operational (Frankl, 1967, 1978, 1988; Shantall, 2002). People that are functioning fully on 
the spiritual dimension will fully exercise their freedom of will; and consequently, they will 
search for, find and realise meaning in their lives – the primary human motive, according to 
Frankl (Frankl, 1967, 1978, 1988).  
Although Frankl did not provide any description of the optimally developed, fully 
functioning person in a systematic way, it is possible to deduce some of the characteristics of 
a fully functioning, optimally developed person from his writings (Shantall, 2002).  Some of 
the characteristics of optimally functioning people, as proposed by Shantall (2002), that are 
salient to the functioning of people living with HIV disease are presented in the following 
paragraphs. 
3.3.4.1. Self-determining Action 
 Optimally functioning people continuously apply their free will to decide how they 
should act. They acknowledge that their actions are not merely determined by inner forces, 
such as drives and needs, or by external environmental forces (Shantall, 2002). It is, 
therefore, proposed that optimally functioning people living with HIV will accept assistance 
with regard to the treatment and management of their disease; and that they will participate in 
decision-making regarding their treatment. This proposition is supported by the findings of 
Crossley (1998), Fife (2005) and Mayers et al. (2005). These sources reported that the HIV-
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positive participants in their research were able to turn their health crises into growth-
producing and meaning-giving experiences, despite being burdened by poverty and 
stigmatisation. 
3.3.4.2. Realistic Perception 
People who are optimally developed have the ability to perceive themselves as separate 
from the events that are happening in their environment. As a result, these people have the 
ability to take an objective stance towards themselves and to realistically perceive themselves 
and their circumstances (Shantall, 2002). It is thus proposed that optimally developed people 
that are HIV-positive will be able to realistically appraise themselves, their environment and 
their HIV status. Consequently, they will be able to acknowledge their HIV status to 
themselves and to others in a manner that is optimal to their wellbeing. In support of this 
proposition, Fife (2005) found that higher levels of meaning in life were positively related to 
higher levels of self-perception and higher levels of adaptation. These findings were 
ascertained in a sample of 130 individuals living with HIV.  
3.3.4.3. Self-transcendence 
Mature and optimally developed people do not seek satisfaction and happiness as 
primary goals. Instead, they realise that satisfaction and happiness are the result of living a 
meaningful life – one in which they feel that they have a life-task to accomplish or a calling 
to fulfil (Frankl, 1988; Shantall, 2002). Thus, in order to achieve fulfilling relationships with 
the world and with others, optimally developed people transcend the self and avoid an 
excessive focus on the self (Shantall, 2002). Consequently, it is proposed that optimally 
developed people who are HIV positive will retain awareness of their life task or calling and 
will be able to engage with others in fulfilling relationships.  
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3.3.4.4. Future Directedness 
Because optimally developed people seek meaning in their lives beyond their daily 
existence, it follows that they will be future-directed with personally meaningful goals and a 
vision of the future (Shantall, 2002). Meaningful goals for the future could act as a 
motivation for people to optimally maintain their health. In this regard, Westling et al. (2007) 
found that those participants in their research who had reported the presence of meaning in 
their life, also exhibited significantly higher rates of treatment adherence and engagement in 
health-promoting behaviours. 
3.3.4.5. Meaning in Suffering 
A key contribution of Frankl‟s theory is that optimally developed people have accepted 
the reality of the tragic triad. Frankl (1959, 1964) maintained that finding meaning in 
suffering is a sign of peak development, and in support of this statement, he recounted his 
own experience in the Nazi concentration camps of the Second World War, as follows: “The 
crowning experience of all, for the home-coming man, is the wonderful feeling that, after all 
he has suffered, there is nothing he need fear any more – except his God” (Frankl, 1964, p. 
93).  
Research has suggested that people living with HIV are able to find meaning in their 
lives despite the presence of concrete interpersonal and social problems; and that those 
people who report the presence of meaning in their lives have better outcomes in terms of 
self-care, illness management, quality of life and the rate of disease progression (Cobb, 2008; 
Crossley, 1998; Fife, 2005; Guillory et al., 1997; Ironson et al., 2002; Jacobson et al., 2006; 
Lewis, Erlen, Dabbs, Breneman, & Cook, 2006). 
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3.3.5. Applications of Logotherapy  
In the widest sense, Frankl (1959) defined logotherapy as the treatment of a person‟s 
attitude towards his unchangeable fate. Shantall (2002) described the essence of logotherapy 
as a challenge to people “to become aware of things which require them to be responsible and 
which demand their love, care or involvement” (Shantall, 2002, p. 452). As such, logotherapy 
is meaning-centred rather than problem-centred (Frankl, 1965). Even in contexts “where no 
therapy in the strict sense of the word is involved” (1988, p. 5), Frankl used the term 
logotherapy. He noted that logotherapy is often indicated in cases “…where actual therapy is 
impossible, because the patient is confronted with an incurable disease” (1988, p. 5). Frankl 
referred to logotherapy in these cases as “medical ministry” (1988, p. 5). He stated that 
medical ministry forms an important part of logotherapy. Rather than prescribing meaning to 
people, their attention is drawn to the meaning of their life; and they are assisted in 
discovering the unique and personal meaning in their lives (Frankl, 1959, 1964, 1988). This 
therapeutic goal is primarily achieved through a process of Socratic dialogue (Shantall, 
2002).  
Frankl (1988) argued that, although he has developed specific logotherapy techniques, 
logotherapy does not emphasise techniques, but rather values “the human relations between 
doctor and patient, or the personal and existential encounter” (1988, p. 6). It seems plausible 
that the principles of logotherapy are potentially significantly beneficial to people living with 
HIV, not only in relieving psychological distress through the attitudes that HIV-positive 
people take about their disease and themselves, but also as a factor that promotes their 
physical health due to their increased engagement in health-promoting behaviour that is 
associated with the presence of meaning in life.  
In summary, Frankl (1959, 1964, 1965, 1967, 1988) proposed that the search for 
meaning in life is the primary motivating force in human beings. Because individuals have a 
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choice to search for meaning in their lives, Frankl refers to this search for meaning in life as 
the will to meaning rather than the drive to meaning. Meaning in life can be obtained from 
creative and meaningful life tasks, through the experience of beauty, goodness and truth – 
and, above all, by the freedom to choose an attitude towards any situation. This freedom that 
individuals have to choose their attitude to their situation allows them to transcend the 
challenges they face in life, and to retain their ability to live meaningful lives (Frankl, 1975, 
1978, 1988).  
Another concept that has been found to be of importance with regard to the wellbeing of 
people living with HIV, and which is the second core concept in this study, is the sense of 
coherence. Sense of coherence is presented in the following section within the context of the 
salutogenic paradigm.  
3.4. The Salutogenic Paradigm 
The sense of coherence is a concept that was developed in the context of the salutogenic 
paradigm and, as was noted in Chapter 1, the sense of coherence is a strong predictor of 
general psychological wellbeing in South Africa (Wissing & Van Eeden, 2002). The 
importance of salutogenesis, a sense of coherence and its related concepts with regard to 
people living with HIV is the focus of this section. 
The salutogenic paradigm was developed as an alternative way of dealing with illness 
and disease. It promotes the view that, instead of exclusively focusing on the causes of 
disease (pathogenesis), the focus should also be placed on the factors that promote wellbeing 
(Antonovsky, 1984, 1985, 1987). Salutogenesis can therefore be regarded as a model of 
disease and illness that falls within the larger paradigm of positive psychology (Hutchinson, 
2005; Wissing, et al., 1999).   
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In Health, Stress, and Coping, Antonovsky (1985) raised the question of why only some 
people become ill or succumb to illness, despite the fact that all people are exposed to similar 
pathogens in the form of micro-organisms, chemicals and psychosocial stressors. Antonovsky 
(1984, 1985) noted that although this view might seem pessimistic, it opens the way to 
helping people to “…live lives of vitality till very close to the end of their biologically 
allotted span of years” (1984, p. 14).  
By asking why some people remain healthy, despite exposure to pathogens, Antonovsky 
(1972, 1984, 1985, 1987) queried the factors that protect people against sickness, and which 
result in their maintained physical and mental wellbeing. As a product of his enquiry, 
Antonovsky (1984, 1985) developed his theory of salutogenesis. This is an attempt to identify 
the „aetiological‟ factors of health. Antonovsky (1984, 1985) challenged models of illness, in 
which people are categorised dichotomously, as either being healthy or ill. In this traditional 
pathogenic orientation, health is regarded as the absence of illness or pathology (Antonovsky, 
1984, 1985). In contrast, and as has been noted in Chapter 1, Antonovsky proposed a 
continuum of disease and health to which he referred as the breakdown continuum – or the 
ease/disease continuum (1972, 1985). 
 In Chapter 2, it was noted that HIV follows a progressive course, with relatively benign 
symptoms shortly after infection. Symptoms, however, increase in severity over a period of 
years – until the death of the infected person. It was also noted in Chapter 2, that the rate of 
HIV-disease progression varies among individuals; and that such variation is partly a function 
of the infected person‟s treatment regime, treatment adherence, diet, fitness and engagement 
in health-promoting behaviour  (Evian, 2002; Van Dyk, 2005).  
Like all other people, HIV-positive people thus move along the ease/disease continuum, 
and may be found at various points on this ease/disease continuum at specific points in time. 
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Those factors that Antonovsky proposed as being protective, and which promote wellbeing, 
are thus of particular importance to people living with HIV.   
A key property of the ease/disease continuum, as proposed by Antonovsky (1985), is 
that the health end of the continuum does not end with the absence of disease, but, in contrast 
to the pathogenic-oriented models, spans across the absence of disease to the presence of 
wellbeing. The disease continuum concept, therefore, does not only apply to people in the 
symptomatic stages of HIV, but it is also important with regard to the wellbeing of people in 
the early asymptomatic stages of HIV infection. An individual‟s position or movement on the 
ease/disease continuum is related to the concepts of stressors, tension and stress. 
Antonovsky‟s conceptualisation of stressors, tension and stress and their relationships with 
each other is discussed in the following section.   
3.4.1. Stressors, Tension and Stress 
Antonovsky (1972, 1984, 1985) argued that it is a given fact that everybody will 
experience multiple stressors during their lives and that stressors are omnipresent in human 
existence. According to Antonovsky (1985, 1987), individuals respond to stressors with a 
state of tension. This state of tension then has different consequences for different 
individuals, since the outcome of tension is dependent on the adequacy and efficiency of 
individuals‟ tension management. The effect of stress on a person might, therefore, range 
from pathogenic to neutral or salutogenic. Poor tension management leads to a reduction in 
wellbeing, that is, movement towards the disease end of Antonovsky‟s (1985) ease/disease 
continuum and vice versa.  
As was highlighted in Chapter 2, people living with HIV are consistently exposed to 
severe, persistent and unpredictable stressors, over and above the direct pathogenic effect of 
the HI-virus. Effective stress management is thus imperative for people living with HIV.  
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The level of tension experienced by individuals is influenced by the severity and 
duration of stressors, but also by the degree to which these stressors cause a disruption of 
homeostasis (Antonovsky, 1985). The relationship between stressors and homeostasis is 
presented in the following subsection. 
3.4.2. Homeostasis and Stressors 
Antonovsky (1985, 1993a) proposed that people have evolved mechanisms in order to 
maintain and restore their homeostasis. This homeostasis mechanism is, however, not limited 
to the physiological functioning of individuals. Humans have the ability to learn homeostasis 
maintenance and restoring mechanisms – in order to achieve psychological and social 
homeostasis (Antonovsky, 1985, 1993a). Homeostasis maintaining and restoring 
mechanisms, however, require energy; and thus, Antonovsky proposed that “in the course of 
living, we constantly engage in the minor, automatic expenditures of energy required to keep 
ourselves on even keels” (1985, p. 71).   
Antonovsky (1985) stated that a disturbance in homeostasis can be caused by sources 
from within or from outside the individual. A disturbance in homeostasis is the consequence 
of a demand on an individual which that individual is not able to meet within his or her 
normal level of functioning and environment at the time of the disturbance (Antonovsky, 
1985, 1987, 1993a). Consequently, Antonovsky (1985) defined stressors as “a demand made 
by the internal or external environment of an organism that upsets its homeostasis, restoration 
which depends on a non-automatic and not-readily available energy-expending action” (p. 
72). The experience of a phenomenon or stimulus as a stressor depends on the meaning that 
the stimulus or phenomenon has for the individual, as well as the automatic and readily 
available homeostasis-restoring mechanisms at the disposal of the individual (Antonovsky, 
1985, 1987, 1993a). Even in benign and sheltered environments, all people are exposed to 
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stressors throughout their life. Therefore, Antonovsky proposed that “there are grounds for 
maintaining that the human organism is subject to constant psychosocial stressors by the very 
fact of having been born and survived” (Antonovsky, 1985, p. 83). 
3.4.3. Stress Versus Tension 
Antonovsky (1985, 1987, 1993a) stated that organisms will respond to stressors by a 
state of stress, but he emphasised that a distinction should be made between states of stress 
and states of tension. Antonovsky (1985) noted that stressors are generally presumed to be 
largely negative or bad, and that people are generally unhappy when they encounter stressors. 
People‟s responses to stressors are usually met with feelings of sadness or unpleasantness. In 
the same vein, Antonovsky (1985) referred to Selye‟s (1956) stress syndrome, and noted that 
stress is often seen as a negative experience that triggers the three-stage general adaptation 
syndrome described by Selye (1956). This consists of an alarm reaction, resistance and 
exhaustion.  
In order to differentiate his own conception, with regard to the effects of stressors on 
organisms from Selye‟s conception, Antonovsky (1985) proposed to use the term „tension‟. A 
state of tension is different from a state of stress, since tension can be accompanied by 
negative, as well as positive, affective responses. The consequences of a state of tension for 
an organism can thus be negative, neutral or salutary – and consequently a source of either 
pain or delight (Antonovsky, 1985). 
3.4.4. Tension Management and Resistance Resources 
Pathogenic orientations to disease and illness, and particularly the biomedical model, 
generally pay attention to the specific causes of a specific disease and a specific resistance 
resource that can be used to treat that particular disease (Antonovsky, 1985). Although 
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Antonovsky (1985) agreed that specific resistance resources are important, as they can be 
useful in particular situations, he emphasised the importance of resistance resources that are 
able to protect an individual from a large variety of ubiquitous stressors. As Antonovsky 
(1972, p. 541) stated:  
Because the demands which are made on people are so variegated and in large part 
so unpredictable, it seems imperative to focus on developing a fuller understanding 
of those generalised resistance resources that can be applied to meet all demands.  
Antonovsky (1985, p. 121) thus provided the following definition of a generalised resistance 
resource: 
A generalised resistance resource is a physical, biochemical, artefactual-material, 
cognitive, emotional, valuative-attitudinal, interpersonal-relational and macro-socio-
cultural characteristic, phenomenon, or relationship of an individual, primary group, 
subculture, and the society that provides extended and continued experience in 
making sense of the countless stimuli with which one is constantly being 
bombarded. This facilitates the perception that the stimuli one transmits are being 
received by the intended recipients without distortion. 
It was noted in Chapter 2 that people living with HIV are not faced by a single stressor that 
may be addressed by one particular resistance resource, but that they are rather faced with a 
spectrum of unpredictable stressors: physiological, psychological and social in nature. The 
concept of generalised resistance resources is, therefore, valuable for improving the 
wellbeing of people living with HIV.  
According to Antonovsky (1985, 1987, 1993a), the extent to which generalised 
resistance resources are available to individuals has a decisive impact on whether those 
individuals will be moving toward the disease end, or to the health end, of the ease/disease 
continuum. In the case of people living with HIV, the extent to which generalised resistance 
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resources are available to people living with HIV will have an impact on their ability to 
maximise their wellbeing. Further research with regard to the generalised resistance resources 
concept led Antonovsky (1985, 1987) to identify different types of generalised resistance 
resources. In the following paragraphs, an overview of these generalised resistance resources 
is provided. 
3.4.4.1. Physical and Biochemical Generalised Resistance Resources 
The human immune system, with its ability to survey the human body for foreign or 
toxic substances and organisms, and to protect the body against these substances and 
organisms, is an example of a physical and biochemical generalised resistance resource 
(Antonovsky, 1985, 1987). Antonovsky (1985) also noted that the plasticity and adaptability 
of the human nervous system is a distinctly human characteristic, which he regarded as a vital 
generalised resistance resource. In this regard Antonovsky (1985) aptly quoted from Dubos 
(1973): “The plasticity of man‟s nervous system enables him to make a wide range of 
behavioural adjustments without having to depend on the slow process of biological 
evolution” (p. 95).  
In people living with HIV, it is this generalised resistance resource that is directly 
attacked by the HI-virus. HIV-positive people can however reduce the rate of decline of this 
resource by monitoring their HIV-disease progression, by utilising biological treatment 
regimes, by adhering to treatment, by eating a balanced diet, through appropriate exercise and 
by effective stress management.    
3.4.4.2. Artefactual-Material Generalised Resistance Resources 
Antonovsky (1985) pointed out that an overwhelming emphasis exists in literature on the 
stressors that specifically confront poor people. He also reported limited references to wealth 
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as a resource. Consequently, Antonovsky (1985) proposed that access to money is a symbolic 
equivalent of resources, and that it, therefore, is a significant generalised resistance resource. 
Wealth acts as a generalised resistance resource – firstly, on a material level – as it can be 
used to obtain shelter, clothing, food and so on. Secondly, wealth provides an individual with 
resources in terms of interpersonal relations, such as power, status and the availability of 
services (Antonovsky, 1985).  
3.4.4.3. Cognitive and Emotional Generalised Resistance Resources 
Although he acknowledged that it is possible to find other examples of cognitive and 
emotional generalised resistance resources, Antonovsky (1985, 1987) focused on two of these 
resources, namely: ego-identity and knowledge-intelligence. The central elements of ego- 
identity as a resistance resource were described by Antonovsky (1985), as being “a sense of 
the inner person, integrated and stable, yet dynamic and flexible; related to social and cultural 
realities, yet with independence, so that neither narcissism, nor being a template of external 
reality is needed” (p. 109). Antonovsky (1985) described knowledge-intelligence as a 
cognitive “storehouse” (p. 107) of the real world and the skills required to gather and process 
this information. Knowledge-intelligence is largely dependent on literacy and formal 
education, and in more traditional societies this skill is often referred to as wisdom.   
Antonovsky (1985) proposed that the differential availability of knowledge and 
cognitive skills provide a partial explanation for the inverse relationship between social class 
and mortality. One of the aims of the South African government‟s HIV and AIDS and STI 
Strategic Plan for South Africa 2007 – 2011 is to increase the reach of HIV education and 
communication campaigns (Shisana et al., 2008). Shisana et al. (2008) reported an increase in 
the number of South Africans reached by the various national HIV and AIDS communication 
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programmes, and they recommended that the reach of these programmes should be further 
extended, especially into the adult population, where they reported a reach of only 10%.  
3.4.4.4. Valuative-Attitudinal Generalised Resistance Resources 
Antonovsky (1985) noted that valuative-attitudinal generalised resistance resources are 
in general referred to as coping styles. These are best understood in terms of Lazarus and 
Cohen‟s (1977) concept of transactional context. A coping strategy is defined by Antonovsky 
(1985) as “an overall plan of action for overcoming stressors” (p. 112). Three variables are 
regarded as major components of any coping strategy. These are rationality, flexibility and 
farsightedness (Antonovsky, 1985). Rationality refers to an accurate assessment of the extent 
of threat. Flexibility refers to the availability of contingency plans and tactics, as well as the 
willingness to consider these alternatives when they are called for. Farsightedness is the 
ability and willingness to anticipate external, as well as internal, environmental responses to 
the implementation of the coping strategy. The more individuals incorporate these 
components into coping strategies, the more these coping strategies would serve as 
generalised resistance resources (Antonovsky, 1985, 1987). 
3.4.4.5. Interpersonal-Relational Generalised Resistance Resources 
Antonovsky (1987) stated that “the extent to which one is embedded in social networks 
to which one is committed, I suggest, is a crucial generalised resistance resource” (p. 116). 
And he continued to state that he would refer to this generalised resistance resource as “the 
generalised resistance resource of deep, immediate interpersonal roots” (p. 116). In his 
argument for the importance of interpersonal relations as a generalised resistance resource, 
Antonovsky (1985) refers, amongst others, to the studies of Gove (1973), Hochschild (1975) 
and Berkman (1977).  
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Gove (1973) conducted an analysis of cause-specific mortality data, and demonstrated 
the protective function of being married. Gove (1973) thus reported the importance of being 
married as a protective factor in cases where the cause of death was directly or indirectly 
related to a psychological condition or state. On the basis of a theoretical review of 
disengagement theory, Hochschild (1975) suggested that psychological disengagement 
exhibited a significant proximity to death. Similar findings were reported by Berkman (1977), 
who conducted a study in a sample of almost 7000 individuals. Berkman (1977) collected 
information about the participants‟ social ties at the onset of the study. Social ties were 
described on the grounds of four components: marriage, close friends, church membership 
and group associations. In a follow-up study nine years later, Berkman (1977) reviewed the 
social ties information of the 682 research participants who had died since the original study, 
and found that all four components of social ties independently predicted mortality. By 
combining the components of social ties, Berkman (1977) developed a social-network index. 
He demonstrated that people with many social contacts had the lowest rate of mortality 
(Berkman, 1977). 
It was noted in Chapter 2, that HIV-disease is a highly stigmatised condition in South 
Africa, often leading to discrimination and the exclusion of people living with HIV by 
employers, families, religious groups and entire communities (Alonzo & Reynolds, 1995). It 
was also noted in Chapter 2, that HIV infection has an impact on the sexual health and 
reproductive intentions of HIV-positive people. This leads to a loss of intimacy and a loss of 
intimate relationships (Thornton et al., 2004). People living with HIV are, therefore, at risk of 
having their interpersonal-relational generalised resistance resource compromised, and they 
would probably benefit from other sources of interpersonal-relational resources, such as 
support groups for people living with HIV. It also follows that de-stigmatisation of HIV 
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disease will assist people living with HIV to maintain their interpersonal-relational 
generalised resistance resources.    
3.4.4.6. Macro-socio-cultural Generalised Resistance Resources 
Antonovsky‟s (1972, 1985, 1993a) definition of a stressor included the idea that a 
stressor is a demand for which a person does not have an automatic response. Culture can, 
therefore, be regarded as a generalised resistance resource, as it provides individuals with an 
enormous range of appropriate, scripted responses to environmental demands (Antonovsky, 
1985, 1987). Psychological responses to stressors may be learned from a culture, and then 
become internalised, while sociological responses to stressors present themselves in the form 
of institutions (Antonovsky, 1985).    
3.4.5. Sense of Coherence 
As has been mentioned in Chapter 1, a sense of coherence is a central concept in 
Antonovsky‟s (1985, 1987, 1993a, 1993b) theory of salutogenesis. A preliminary definition 
of a sense of coherence is that it is an individual‟s generalised and pervasive orientation to 
stressors. It is determined by the extent to which generalised resistance resources are at the 
disposal of an individual (Antonovsky, 1985). Antonovsky (1985, 1987) developed the 
construct of a sense of coherence, as an explanation for the wellbeing of some, while being 
exposed to the same pathogens as those that become ill.  
By utilising in-depth, unstructured interviews to study the experiences of people who 
suffered major trauma, Antonovsky (1987) refined his initial definition of the sense of 
coherence (1985). By comparing the protocols of participants who were believed to have a 
high sense of coherence with those who were judged as having a low sense of coherence, 
Antonovsky (1987) identified three themes consistently found in the group of participants 
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with a high sense of coherence. Consequently, Antonovsky (1987) came to the conclusion 
that these three themes, namely: comprehensibility, manageability and meaningfulness, 
represent the core components of a sense of coherence. These concepts are described in the 
following paragraphs. 
3.4.5.1. Comprehensibility 
Comprehensibility refers to the way in which people perceive their world as being 
structured, organised, ordered, consistent and clear. Mainly, it refers to a cognitive ability and 
a capacity to judge reality rather than the affective experience that “things will work out” 
(Antonovsky, 1987, p. 17). 
3.4.5.2. Manageability 
Manageability refers to people‟s experience of life events as overwhelming, something 
that they can cope with, or as challenging.  Antonovsky (1987) defined manageability, as “the 
extent to which one perceives that resources are at one‟s disposal that are adequate to meet 
the demands posed by the stimuli that bombard one” (p. 17). 
3.4.5.3. Meaningfulness 
Meaningfulness, in terms of Antonovsky‟s (1987) model, refers to the importance that 
people attach to life experiences, and consequently, to the worthiness of investing cognitive 
and emotional energy in dealing with these experiences. Meaningfulness, therefore, 
represents the motivational component of a sense of coherence.  
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On the basis of the three themes that he identified, Antonovsky (1987, p. 19) then 
formally defined a sense of coherence as follows: 
The sense of coherence is a global orientation that expresses the extent to which one 
has a pervasive, enduring, though dynamic, feeling of confidence that (1) the stimuli 
deriving from one‟s internal and external environments in the course of living are 
structured, predictable and explicable; (2) the resources are available to one to meet 
the demands posed by these stimuli; and (3) these demands are challenges, worthy 
of investment and engagement.   
Antonovsky (1987) proposed that the sense of coherence is an important and necessary 
element of an individual‟s basic personality structure within a specific culture, sub-culture or 
era. Although sense of coherence may be defined as a global, pervasive enduring orientation, 
Antonovsky (1987, 1993b) noted that the sense of coherence is subject to minor variations in 
strength – in response to specific situations or experiences. As a dynamic concept that forms 
an integral part of personality, a sense of coherence, however, transcends these minor 
fluctuations and is developed from childhood throughout one‟s life through the processes of 
testing, reinforcement and modification. Additionally, a sense of coherence does not imply 
that people can always be in control, but rather suggests that people can be participants in the 
processes involved in developing and shaping their destiny, as well as their daily living 
(Antonovsky, 1987, 1993a).  
3.4.6. The Development of a Sense of Coherence 
Antonovsky (1987, 1993b) suggested that individuals develop a generalised way of 
looking at the world as being coherent by the age of approximately 30. The development of a 
sense of coherence is the result of life experiences that are perceived as consistent, an 
individual‟s participation in shaping the outcome of stressors, and the balancing of stimulus 
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load (Antonovsky & Sagy, 1985). Even though a generalised, coherent view of the world 
only develops at the age of approximately 30, children are hypothesised to possess a 
preliminary or tentative sense of coherence that becomes more defined during adolescence 
and later life. This tentative form of a sense of coherence could be identified in most people 
at any stage of their life from childhood onwards; and therefore, people of most ages will 
exhibit a stronger or weaker sense of coherence in comparison to their peers (Antonovsky & 
Sagy, 1985).   
Antonovsky and Sagy (1985) proposed three important factors in the development of a 
sense of coherence. Firstly, a strong sense of coherence is dependent on the development of a 
sense of identity during adolescence. It is also characterised by the development of 
psychological stability and independence (Erickson, 1956). Secondly, the development of a 
strong sense of coherence is influenced by the relationship between a child and his or her 
parents. Children who have the benefit of close emotional ties with their parents, and parental 
relationships are characterised by open communication patterns, are more likely to develop a 
coherent perception of the world (Antonovsky & Sagy, 1985). Finally, Antonovsky and Sagy 
(1985) proposed that general stability in the community in which people live is likely to have 
a positive influence on their development of a strong sense of coherence. 
3.5. Meaning in Life and the Sense of Coherence in the Context of HIV 
Despite advances in the biological treatment of HIV-disease, HIV-disease remains 
incurable (Van Dyk, 2005), and therefore a diagnosis of HIV continues to be a traumatic 
experience (Grimes & Grimes, 1995; Mboyi, 2005; Sherman, Norman, & McSherry, 2010). 
Traumatic events might however create the opportunity for people to discover meaning in 
their life, as well as meaning in their suffering (Frankl, 1967; Lewis et al., 2006).  
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When diagnosed with HIV, a person is forced to face the possibility of an early death, 
and such a realisation is likely to arouse a high level of death anxiety and existential 
loneliness (Mayers et al., 2005). When individuals, however, raise questions regarding the 
meaning and purpose of their lives and the nature of their suffering, they are empowered to 
make life adjustments in order to accept and deal with the uncertain and long-term outcomes 
of being infected with HIV (Mellers et al., 2001).  
The discovery of meaning in life has been studied among ageing people, as well as 
among populations of people suffering from cancer. These studies have consistently indicated 
that the presence or the discovery of meaning in life is positively correlated with mental 
health and life satisfaction (Lewis et al., 2006). Unfortunately, research on the existential 
reaction of people diagnosed with HIV is of a limited nature (Lewis et al., 2006). Despite the 
paucity of research pertaining to meaning in life in people living with HIV, some studies have 
been published in this regard.  
Mayers et al. (2005) used semi-structured questionnaires to conduct interviews with nine 
mothers with HIV – in order to estimate the extent to which these mothers experienced 
existential loneliness. Thematic analysis of the contents revealed that these mothers were 
struggling with a variety of existential concerns, such as guilt, responsibility and choice, 
helplessness and control, loneliness and isolation, as well as death anxiety. The study further 
showed that these mothers were able to turn their health crises into meaningful experiences. It 
was found specifically that motherhood is a meaning-giving force that motivates mothers to 
meet their existential concerns with courage.  
Crossley (1998) proposed that the psychosocial impact of various forms of illness and 
trauma is underpinned by existential issues specifically relating to the shattering of 
assumptions regarding the self and the world. By analysing the ability of research participants 
to ascribe meaning to their illness, Crossley (1998) reported that the ability to find meaning in 
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illness impacted on self-care, illness management, quality of life and disease progression. In a 
similar vein, Westling et al. (2007) found that HIV-positive people who discovered meaning 
in response to their illness were more likely to adhere to treatment and to engage in health-
promoting behaviour.  In a study aimed at examining a variety of strengths in people living 
with HIV, such as coping style, optimism, meaning and perceived social support, it was 
reported that only meaning in life and fewer HIV symptoms were uniquely related to a lower 
level of psychological distress (Lightsey, 2006).  
The benefits of meaning in life to people living with HIV are, however, not only limited 
to relieving psychological distress and the encouragement of positive health behaviour, but 
are also related to their physical health. Phillips et al. (2006) examined the relationships 
between meaning in life, sleep quality and health status in a sample of 107 men and women 
living with HIV. These authors reported that people living with HIV often find new meaning 
and purpose in their lives, and that meaning in life was a significant factor relating to sleep 
quality, psychological health and physical health. 
Frankl (1964) described the importance of meaning in terms of a person‟s holistic 
meaning in life; and he proposed that meaning in life is a crucial component of physical and 
mental health. Antonovsky (1985) noted the importance of perceived meaningfulness when 
coping with stressful life events. He stated that meaningfulness represents an important 
aspect of the sense of coherence.The importance of a sense of coherence in people living with 
HIV is now discussed.. 
  As has been noted in Chapter 1, a significant degree of individual variation exists with 
regard to the rate of HIV-disease progression (Shawn et al., 2005; Van Dyk, 2005), and 
people living with HIV find themselves on different points of Antonovsky‟s (1985) 
ease/disease continuum. Findings that HIV disease progression is accelerated by psychosocial 
stress and decelerated by health-promoting behaviour, such as a balanced diet, sufficient 
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exercise, effective stress management, social support and adherence to treatment regiments 
(Cederfjall et al., 2002; Eriksson & Lindstrom, 2006), warrant an exploration of the sense of 
coherence as a valuable concept in the understanding and helping of people living with HIV. 
As Antonovsky (1998, p. 15) stated: 
The person with a strong sense of coherence will be able to find negentropic 
resources in the new situation to maintain his strength. The person with a weak 
sense of coherence in adulthood will manifest a cyclical pattern of deteriorating 
health and a weakening sense of coherence. 
Globally, research regarding the concept of the sense of coherence and its benefits in 
terms of physical and psychological wellbeing has been extensive and broad (Frankenhoff, 
1998). International studies (Antonovsky, Sagy, Adler, & Visel, 1990; Coe, Romeis, Tang, & 
Wolinsky, 1990; Kaslow, Hansson, & Lundblad, 1994; Margalit, Raviv, & Ankoneena, 1992; 
Midanik, Soghikian, Ransom, & Polen, 1993; Mullen, Smith, & Hill, 1993) repeatedly 
reported that a strong sense of coherence is correlated with a better ability to select 
appropriate coping resources in mixed, healthy samples, as well as in samples of individuals 
facing unique stressors, such as living with HIV (Frankenhoff, 1998; Lightsey, 2006).  
A significant amount of research has also been conducted in South Africa regarding the 
relationship between  sense of coherence and wellbeing in various contexts, and the findings 
of this research suggest that the relationship between a sense of coherence and wellbeing 
found in international studies also applies in South Africa (Diraz et al., 2003; Hutchinson, 
2005; Madhoo, 1999; Otto, 2002; Wissing & Van Eeden, 2002). 
Research on the specific application of a sense of coherence to the wellbeing of people 
living with HIV has been conducted globally and in South Africa. Findings of some of these 
studies suggest that a sense of coherence has a mediating effect on the relationship between 
personal and environmental concerns, and the perception of threat and emotional distress 
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(Laurel, 1997; Morgan, 1999; Nyamathi, 1993). Although the experience of distress should 
be a focus of intervention in its own right, this finding is of particular importance to people 
living with HIV, as effective stress management has been correlated with the improved 
physiological wellbeing of HIV-infected people, and a deceleration of HIV-disease progress 
(Evian, 2002; Linn et al., 1993; Van Dyk, 2005). Ironically, Katalan (2003) reported that a 
diagnosis of HIV is associated with a decrease in one‟s sense of coherence. 
The relationship between a sense of coherence and quality of life in people living with 
HIV has been another important research topic. Mo and Mak (2008), for example, reported 
that a sense of coherence is a predisposing factor associated with the mental health and the 
quality of life of people living with HIV. This finding by Mo and Mak (2008) is supported by 
Langius-Eklof et al. (2009). These researchers conducted a two-year longitudinal study on the 
health-related quality of life of 104 people living with HIV. Langius-Eklof et al. (2009) 
reported that participants who obtained higher scores on measures of the sense of coherence 
also reported better general health, fewer symptoms, less depression and anxiety, as well as 
higher levels of energy and wellbeing over the two years of the study. 
A sense of coherence also seems to play an important role in health-promoting behaviour 
(Johnson, 1992). Using multiple-regression analysis on the data obtained from a sample of 99 
HIV-positive people in an out-patients‟ treatment programme, Cederfjall et al. (2002) 
reported that a sense of coherence is a predictor of treatment adherence among HIV-infected 
people, and that a higher sense of coherence predicted less missed medicine doses. In a 
similar vein, Lindahl and Johansson (2005) reported a positive correlation between the sense 
of coherence and a favourable diet and food selection. It is apparent from previous research 
that the sense of coherence is related to health- promoting behaviour to a significant extent. It 
is thus feasible to propose that a strong sense of coherence has the potential to significantly 
contribute to the physical and psychological wellbeing of people living with HIV.  
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3.6. Conclusion 
The core theoretical concepts that underpin the current study, namely meaning in life and 
a sense of coherence have been the focus of discussion in this chapter. Both of these concepts 
were explored with regard to their theoretical origins and the context in which they were 
developed. Meaning in life, as conceptualised by Frankl, was reviewed in terms of the value 
of this concept for people who have to deal with adverse life situations, as well as the value 
of this concept for addressing existential concerns often associated with the diagnosis of 
diseases that reduce life expectancy, such as HIV.  
Antonovsky‟s concept of a sense of coherence was reviewed within the context of the 
salutogenic paradigm. As concepts that facilitate coping with stress, while also promoting 
physical and psychological wellbeing, the importance and relevance of exploring meaning in 
life and a sense of coherence in people living with HIV have been highlighted. In the 
following chapter the design and methodology of this study will be discussed.  
Chapter 4 
Research Methodology 
4.1. Overview 
In this chapter an overview and description of the research design and methodology 
utilised in this study will be presented. The primary research objectives are stated followed, 
by a description of the sampling method used, the research measures utilised, and the 
research procedure followed. The chapter concludes with a discussion on the ethical 
considerations which were taken into account in this study, and a description of the data 
analysis techniques that were applied. 
4.2. Primary Research Objectives 
The primary research objectives of this study are summarised in the following four 
statements: 
1. To explore and describe the search for meaning in life in HIV-positive adults. 
2. To explore and describe the presence of meaning in life in HIV-positive adults. 
3. To explore and describe the sense of coherence in HIV-positive adults. 
4. To investigate whether there is a relationship between the search for meaning in life, 
the presence of meaning in life and the sense of coherence in HIV-positive adults. 
4.3. Research Design 
This study was conducted using a quantitative, exploratory-descriptive, survey research 
design. This study may be regarded as quantitative, as the theoretical concepts under 
investigation have been operationalised into quantitative variables. Consequently, results 
have been reported by means of statistics (De Vos, Strydom, Fouche, & Delport, 2005).  
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The study was, however, also regarded as exploratory; firstly, due to the relative paucity 
of research regarding the application of existential psychology to the coping of people living 
with HIV, especially in South Africa; and secondly, because this study attempted to 
determine whether there is an empirical relationship between Frankl‟s (1964, 1988) concept 
of meaning in life and Antonovsky‟s (1985, 1987) concept of the sense of coherence.  
A literature search revealed that the potential existence of such a relationship has not 
been researched before among people living with HIV in South Africa. Furthermore, as the 
objectives of this study included the exploration of the search for meaning in life, the 
presence of meaning in life and a sense of coherence in the sample, results from this study 
may lead to the development of hypotheses for further investigation and research.  
This study is descriptive, as descriptive statistics and correlation statistics have been 
utilised to analyse and report the results. Cozby (2007) stated that surveys typically make use 
of self-report questionnaires to question people about their attitudes, behaviours and 
demographics. Surveys are also regarded as an important tool for studying relationships 
between variables. Consequently, self-report questionnaires have been used for the data 
collection. 
An advantage of the utilised research design was the relatively low cost of gathering data 
and the relatively short period of time required for data collection. The study was designed to 
yield results in a relatively short time, while interviewer bias could be limited and the privacy 
of participants could be easily maintained (Rosnow & Rosenthal, 1996).   
The selected research design is, however, also associated with some disadvantages. The 
research design utilised in the current study is susceptible to time-of-measurement effects 
(Breakwell, Hammond, & Fife-Shaw, 1995). In addition, participants may not have been 
honest when completing the questionnaires (De Vos et al., 2005), and the responses of the 
participants may not have been an accurate reflection of reality (Barker, Pistrang, & Elliot, 
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1994). In order to mitigate some of the disadvantages of the selected design, the researcher 
was present when participants completed the research measures. This gave the researcher the 
opportunity to collect completed protocols without delay. In order to reduce time-of-
measurement, effects the researcher endeavoured to minimize the duration of the entire data- 
collection process. During the administration of the measures, the researcher explained the 
confidential and anonymous nature of the study to participants, and encouraged the 
participants to provide honest responses when completing the measures.  
The disadvantages of using the research design were adequately compensated for by the 
appropriate fit of the selected design with regard to the research objectives and the resource 
constraints. Since the selection of a research design has implications for sampling procedures, 
the sampling procedures utilised in the current study will be discussed next. 
4.4. Sampling 
The sampling procedures that were used in the current study in terms of sampling 
technique, source of participants, participant-inclusion criteria and sample size are presented 
in the following subsections. 
4.4.1. Sampling Technique 
This study utilised a non-probability, purposive sampling technique. Although non-
probability sampling is limited by the fact that research results cannot be generalised to the 
population that has been sampled, purposive sampling offers the researcher a wider scope in 
selecting participants that will be effective in illuminating the aims of the research (Breakwell 
et al., 1995; Cozby, 2007; De Vos et al., 2005). Non-probability, purposive sampling can be 
performed at a relatively low cost compared with random sampling which is usually 
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associated with high costs, in order to find a sample of adequate size (Cozby, 2007; De Vos 
et al., 2005).  
4.4.2. Source of Participants 
Participants for the current research were recruited from a government HIV wellness 
clinic in the Nelson Mandela Metropolitan area. Individuals visit this HIV wellness clinic on 
a voluntary basis for a variety of reasons. Common reasons for visiting the clinic include HIV 
testing, routine blood testing for CD4 cell counts, collection of antiretroviral medication, 
monitoring of health through general medical examinations, counselling, psycho-education 
and social intervention.  
This HIV wellness clinic is a designated provider of HIV-related health care services in 
accordance with the HIV treatment and prevention policy of the South African government. 
Individuals are referred to the HIV wellness clinic by government primary health-care clinics 
in the Nelson Mandela Metropolitan area. As a result of the geographical distribution of the 
primary health-care clinics that refer individuals to the HIV wellness clinic, visitors to the 
HIV wellness clinic are representative of all areas, cultures and ethnical groupings in the 
Nelson Mandela Metropolitan area. The HIV wellness clinic also provides services to people 
who live in rural areas and who do not have access to HIV-treatment facilities locally.  
4.4.3. Inclusion Criteria 
In general, purposive sampling is associated with the delineation of a series of 
participant-inclusion criteria. The purpose of inclusion criteria is to improve the quality of the 
data collected, and to ensure the relevance of the collected data to the phenomenon being 
investigated (De Vos et al., 2005). The following participant-inclusion criteria were 
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formulated for this study. Only individuals who met these inclusion criteria were eligible for 
participation in this study. 
4.4.3.1. Age 
In accordance with the primary objectives of this study – to explore and describe the 
concepts under investigation among adults and to ensure that the research participants had the 
legal capacity to consent to participation in this study, participants were required to be at least 
18-years old. For verification purposes, participants were required to provide personal 
identification to confirm their age; and additionally, participants were asked to disclose the 
month and year of their birth anonymously on the biographical questionnaire that formed part 
of the research protocol.  
4.4.3.2. HIV Status 
In accordance with the primary objectives of this study – to explore and describe the 
concepts under investigation among people living with HIV – only HIV-positive individuals 
could participate in this study. Since it was not possible to assume that all visitors to the HIV 
wellness clinic were HIV-positive, only individuals who reported that they had been 
diagnosed conclusively by a health-care professional as being HIV-positive, were included in 
the study. As a verification measure, participants were asked to disclose their HIV status 
anonymously on the biographical questionnaire that formed part of the research protocol. 
4.4.3.3. Language Proficiency 
The measures that were used in this study were administered in English, as these 
measures had not yet been translated into the South African indigenous language most 
prevalent in the Eastern Cape, namely isiXhosa (Statistics South Africa, 2001). Translation of 
the measures into isiXhosa was excluded on the basis that equivalency between the two 
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languages versions of the measures would be questionable. In order to ensure that research 
participants were sufficiently familiar with the language used in the measures (English), the 
measures have been evaluated in order to determine the minimum language proficiency in 
English required to fully comprehend and respond to the individual items in the measures. 
Measures were assessed in terms of the lowest grade of English passed in school required to 
ensure comprehension by the participants. This assessment was conducted by an expert in the 
cross-cultural teaching of English from a university in the Nelson Mandela Metropolitan area. 
Consequently, only participants who had passed English at a Grade 8 (standard 6) level as a 
first or second language subject at school were included in the study. In anticipation of 
varying levels of English language proficiency, the researcher remained present while 
participants were completing the measures in order to clarify any questions raised by 
participants. 
4.4.4. Sample Size 
A decision regarding an appropriate sample size for this study was dependent on the 
number of participants required to produce results that are meaningful within the context of 
exploratory, descriptive research. Sample size was also weighed up against cost and time 
resources. The researcher was able to obtain 62 complete and valid research protocols.  
4.5. Research Measures 
Three instruments were used to collect data for this study. These instruments were a 
biographical questionnaire, the 29-item Sense of Coherence Questionnaire (Antonovsky, 
1987, 1993b) also known as the SOC-29 or the Orientation to Life Questionnaire and the 
Meaning in Life Questionnaire (Steger, Oishi, & Kaler, 2006). These measures will now be 
discussed in detail. 
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4.5.1. Biographical Questionnaire 
In order to obtain essential demographic details and background information from the 
participants, they were required to complete a brief biographical questionnaire (Appendix A). 
Information gathered by means of the biographical questionnaire included gender, ethnicity, 
highest school grade or qualification passed in English, home language, HIV status and date 
of HIV-positive diagnosis. No questions which could expose the identities of the individuals 
were asked. Biographical data were used as a means to ensure that participants met all the 
sample inclusion-criteria, and also for the post-hoc exploration of the research results. 
4.5.2. Meaning in Life Questionnaire (MLQ) 
Crumbach and Maholick (1964) reported that Frankl himself created a questionnaire for 
the clinical evaluation of the existential vacuum. These authors used Frankl‟s questionnaire 
as a basis for the development of an instrument designed to measure the construct of meaning 
in life, as defined by Frankl. This they called the Purpose in Life Test. The Purpose in Life 
Test has, however, been criticised by some authors for confounding the concepts of the 
search for meaning in life and the presence of meaning in life. This test only provides a single 
aggregate score without subscales that distinguish between the search for meaning in life and 
the presence of meaning in life (Melton & Schulenberg, 2008; Steger et al., 2006). 
Subsequently, the measurement of meaning in life was refined by Steger et al. (2006) who 
developed the Meaning in Life Questionnaire.  
The Meaning in Life Questionnaire (MLQ) consists of 10 items set on a self-anchored 
ordinal rating scale with possible values ranging from 1 to 10. Respondents are required to 
provide an ordinal value for each of the item statements. Five of the ten items constitute the 
search for meaning in life subscale (MLQ-S), while the remaining five constitute the presence 
of meaning in life subscale (MLQ-P).  
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In a series of studies conducted by Steger et al. (2006) in the United States of America, a 
mean r = 0.65 between the MLQ-P and the Purpose in Life Test was reported, indicating that 
the MLQ-P taps the same construct as the Purpose in Life Test. A mean r = 0.33 has been 
reported between the MLQ-S and the Purpose in Life Test (Steger et al., 2006). The lower 
correlation of the MLQ-S with the Purpose in Life Test supports the need for a search for 
meaning subscale and the discriminant validity of such a subscale (Steger et al., 2006).  
Test-retest reliability has been reported as ranging from 0.68 to 0.73 for the MLQ-S and 
0.70 to 0.80 for the MLQ-P (Steger & Kashdan, 2007). In a study using a sample of 406 
participants of various ethnicities and genders, the scores on the MLQ did not differ in 
relation to gender or ethnicity (Steger, Oishi et al., 2006). In another study using a sample of 
151 participants of various ethnicities and gender, MLQ scores were unrelated to scores 
obtained from measures of social values and social desirability (Steger et al. 2006).  
In a further study utilising a sample of 982 individuals in Japan, participants were asked 
to complete the MLQ, as well as the Purpose in Life Test (Steger, Kawabata, Shimai, & 
Otake, 2008). For this study a correlation of r = 0.69 between MLQ-P scores and Purpose in 
Life Test scores was reported (Steger et al., 2008). Although normative data for the MLQ is 
not available, results obtained from various studies in which the MLQ was used in healthy 
populations have been published (Steger et al., 2006; Steger & Kashdan, 2007; Steger et al., 
2008). Results of previous studies that utilised the MLQ-S and MLQ-P, as well as scores 
obtained from the MLQ-S and MLQ-P in the current study are reported in the following 
paragraphs.  
4.5.2.1. Previous and Current Results Obtained from the MLQ-S Subscale 
Previous studies in the United States of America and Japan that have utilised the MLQ, 
reported mean MLQ-S scores ranging from 22.5 to 25.8, with standard deviations ranging 
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from 6.1 to 6.6 (Steger et al., 2006; Steger & Kashdan, 2007; Steger et al., 2008). In these 
studies, the internal consistency of the MLQ-S, as measured by Cronbach‟s Alpha, ranged 
from 0.83 to 0.87.  
In the current study, a Cronbach‟s Alpha of 0.78 was obtained. According to Nunnally 
and Bernstein (1994), as well as George and Mallery (2003), a Cronbach‟s Alpha value 
between 0.70 and 0.80 should be regarded as acceptable. 
4.5.2.2. Previous and Current Results obtained from the MLQ-P Subscale 
In the same studies noted above, with regard to the MLQ-S, mean MLQ-P scores 
ranging from 23.3 to 24.1 were reported, with the standard deviation of scores in these studies 
ranging from 5.0 to 6.7 (Steger et al., 2006, Steger & Kashdan, 2007; Steger et al., 2008;). 
Internal consistency of the MLQ-P, as measured by Cronbach‟s Alpha in these studies, 
ranged from 0.82 to 0.88.  
In the current study a Cronbach‟s Alpha of 0.59 was obtained, which is lower than the 
acceptable value of 0.70 as suggested by Nunnally and Bernstein (1994). George and Mallery 
(2003) stated that a Cronbach‟s Alpha between 0.50 and 0.60 should be regarded as poor. The 
poor Cronbach‟s Alpha that was obtained on the MLQ-P in the current study is a limitation of 
this study, possibly reflecting cultural differences pertaining to the interpretation of the MLQ-
P items between the United States of America and Japan, where the instrument was 
developed, and South Africa were it was administered for this study.   
4.5.3. The Sense of Coherence Scale (SOC-29) 
The SOC-29 was developed by Antonovsky (1987, 1993b) in order to measure the sense 
of coherence. The scale consists of 29 items; and each item is set on a self-anchored, 
semantic differential scale with possible responses ranging from 1 to 7 (Antonovsky, 1987, 
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1993b). In terms of psychometric properties, Antonovsky (1993b) reported a Cronbach‟s 
alpha in the range of 0.83 to 0.95, and test-retest reliability indices of 0.56 to 0.96 for the 
SOC-29. Antonovsky further reported good content and criterion validity (1993b). 
Additionally, the SOC-29 has been translated into multiple languages (Antonovsky, 1993b) 
and has been a frequently used instrument in South African studies (Diraz et al., 2003; 
Katalan, 2003; Madhoo, 1999; Otto, 2002; Wissing & Van Eeden, 2002). These South 
African studies attest to the validity and reliability of the SOC-29 (Wissing et al., 1999; 
Wissing & Van Eeden, 2002) in the South African context.  
Although Antonovsky (1993b) did not publish any normative data for the SOC-29, a 
number of studies, in which the SOC-29 were utilised, have been published that included the 
publication of results obtained from the SOC-29. From a mixed sample of 550 South African 
participants, Wissing et al. (1999) reported a mean SOC-29 score of 136.52, with a standard 
deviation of 21.68 and from a sample of 83 HIV-positive South African women, Katalan 
(2003) reported a mean SOC-29 score of 116.65, with a standard deviation of 21.75.  
The Cronbach‟s Alpha that was obtained from the SOC-29 in the current study was 0.81. 
This is a reflection of a good level of internal consistency (George & Mallery, 2003; 
Nunnally & Bernstein, 1994). 
4.6. Research Procedure 
This research was approved by the Department of Psychology and the Faculty Research, 
Technology and Innovation Committee of the Faculty of Health Sciences of the Nelson 
Mandela Metropolitan University (NMMU), as well as the NMMU Research Ethics 
Committee (Human). The method of obtaining access to research participants and the process 
of data collection will be described in the following paragraphs. 
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4.6.1. Access to Participants 
The researcher contacted an HIV wellness clinic in the Nelson Mandela Metropolitan 
area in order to request the assistance of this organisation with the recruitment of research 
participants. The involvement of this specific HIV wellness clinic was a critical step in 
conducting this research, as this organisation was able to identify potential research 
participants, and to obtain their consent to participate in this research – without having to 
disclose their identity. Subsequently, a meeting was held with the head of this HIV wellness 
clinic. The aim of this meeting was to briefly introduce the research and to request the 
assistance of the HIV wellness clinic with the research. After being provided with the 
research proposal, and following a discussion based on the research proposal, the HIV 
wellness clinic offered their support for this study.  
Since this HIV wellness clinic forms part of the Port Elizabeth Hospital Complex, a 
written request for approval to commence with this research was directed to the Head of 
Clinical Governance of the Port Elizabeth Hospital Complex (Appendix B). Subsequently, 
clearance to conduct the research was received (Appendix C). 
4.6.2. Data Collection 
HIV-positive people who receive services from the HIV wellness clinic visit this clinic 
on a recurrent basis. During each visit, an individual is given a date for his/her next visit, but 
no specific appointment time is scheduled. Upon arrival at the clinic, individuals are assisted 
on a first-come first-serve basis. Consequently, visitors to the clinic usually arrive in the 
mornings and then wait in a seated queue. The queue is situated in a room in the centre of the 
facility adjacent to the reception area, consultation rooms, a nursing station, a pharmacy and 
the entrance to a corridor leading to a boardroom.  
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The management of this HIV wellness clinic made the boardroom available to the 
researcher for the purposes of data collection. The boardroom was well ventilated, well 
lighted, and furnished with comfortable chairs and a table which made the room suitable for 
the administration of psychometric measures.  
The research measures were administered daily over a period of two weeks. On each day 
of data collection, the researcher, accompanied by a member of staff of the HIV wellness 
clinic addressed the group of people waiting in the queue. Clinic visitors were provided with 
a brief introduction to the research project, using the letter to participants (Appendix D) as a 
script. Following this introduction, it was explained to clinic visitors that they could volunteer 
to participate in the research by taking a seat holder card specifically designed for this study 
from a table in front of the waiting area. Clinic visitors who were willing to participate in this 
study could collect a seat holder card and place this card on their seat to prevent them from 
losing their position in the queue, while they were in the boardroom completing the research 
protocols. No incentives were offered to elicit participation, but following the completion of 
the research protocols, research participants were offered a glass of orange juice as a token of 
appreciation for their willingness to volunteer as research participants. 
As participants arrived at the boardroom, they were welcomed by the researcher and 
were offered a seat at the boardroom table. Before administering the research protocol, the 
researcher briefly screened the participants, in order to ensure that they met the inclusion 
criteria. In cases where volunteers did not meet the inclusion criteria, it was reiterated to them 
that their exclusion from the research was not disadvantageous or detrimental to them in any 
way; and, furthermore, it was emphasised that data collection was merely a survey that would 
have no direct or indirect benefits for the participants. Volunteers who did not meet the 
inclusion criteria were also offered a glass of orange juice in order to ensure that they were 
not disadvantaged by their exclusion. 
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Following the initial screening, each participant was handed a copy of the letter to 
participants, which provided them with written information about the research, and a consent 
form (Appendix E). The content of the consent form was explained to each participant and 
each participant was then offered an opportunity to withdraw his/her participation.  
After participants were given time to read and sign the consent form, the research 
protocols and the required stationary were handed to them. Instructions regarding the 
completion of each measure were then given to each participant. At the onset of 
administering the research protocols, participants were invited to ask any questions regarding 
the research, the research measures or the instructions. Participants were also encouraged to 
ask questions, during the administration of the measures, with regard to any uncertainty about 
the measures, the instructions, any specific item of a measure or any uncertainty regarding the 
language used in the measures. The researcher was present at all times during the 
administration of the research measures. At times, more than one participant was completing 
research protocols at the same time in the boardroom. The size of the boardroom and the size 
of the boardroom table were sufficient to prevent disturbance of research participants 
concurrently completing research protocols.  
Upon completion of the research protocols, these were placed in a box which was kept 
completely separate from another box in which the signed consent forms were placed. Prior 
to departure, each participant was asked to recount his/her experience of completing the 
measures. This was done in order to screen for possible adverse effects as a result of 
participation in this research. No adverse effects were reported by any participant.  
Following the completion of the data collection, data from all the completed protocols 
were captured on an electronic spreadsheet system. This data capturing was done by a 
contracted research assistant. Once the initial data capturing by the research assistant was 
complete, the researcher checked the accuracy of the captured data by manually comparing 
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the electronic data with the original protocols. Each measure, as well as the subscales of each 
measure, was then scored electronically. The results of this electronic scoring were checked 
by an independent researcher by comparing the results of the electronic scoring with the 
results of the manually scored protocols.  
4.7. Data Analysis 
Descriptive statistics were used to describe the sample demographics. A description of 
sample demographics enabled the researcher to contextualise the results obtained from the 
research measures and to ensure that the sample inclusion criteria had been met. 
Subsequently, data obtained during the data-collection phase of this study were analysed, in 
accordance with the stated primary research objectives. With respect to the first three 
objectives of this study, descriptive statistics were used to describe the search for meaning in 
life, the presence of meaning in life and the sense of coherence of the sample. Means, 
medians, modes, standard deviations and standard skewness measures of the scores obtained 
from the MLQ-S and MLQ-P were used to investigate the search for meaning in life and the 
presence of meaning in life of the participants in the sample.  
The sense of coherence of the sample was investigated by calculating the mean score and 
standard deviation of scores obtained from the SOC-29.  In terms of the fourth objective of 
this study, correlation statistics were utilised to investigate the relationship between the 
search for meaning in life, the presence of meaning in life and the sense of coherence. In 
order to test for the presence of statistically significant correlations between variables, 
probability values (p) were calculated for each correlation. It was concluded that a correlation 
is statistically significant if the p value of the correlation is lower than an Alpha cut-off value 
of 0.05. Pearson product-moment correlation coefficients (Pearson r) were calculated in order 
to report on the magnitude and direction of the correlations that were found. The magnitude 
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of these correlations was interpreted on the basis of the well-established guidelines by 
Guilford (1946). According to Guilford‟s (1946) guidelines, the magnitude of correlation 
coefficients can be interpreted as follows: 
 Less than 0.20  slight; almost negligible relationship 
 0.20 – 0.40  low correlation; definite, but small relationship 
 0.40 – 0.70   moderate correlation; substantial relationship 
 0.70 – 0.90  high correlation; marked relationship 
 0.90 – 1.00  very high correlation; very dependable relationship 
 In addition to Guilford‟s (1946) guidelines for the interpretation of the magnitude of 
correlation coefficients, effect size (r²) estimates were used to interpret the magnitude of 
these correlations. The practical significance of the effect size estimates were assessed using 
the guidelines proposed by Ferguson (2009). Ferguson (2009) recommended that a minimum 
effect size of 0.04 is required to conclude that an effect size is practically significant in social 
science data. According to Ferguson (2009), an effect size of 0.25 represents a moderate 
effect, while an effect size of 0.64 or higher represents a strong effect. 
4.8. Ethical Considerations 
Access to potential research participants was acquired solely with the assistance of the 
HIV wellness clinic. Data collection only commenced once clearance to conduct the research 
had been granted by the Head of Clinical Governance of the Port Elizabeth Hospital 
Complex. All participants were informed, verbally and in writing, by the researcher that their 
participation in the study was entirely voluntary, and that they had the right to withdraw from 
the study at any time.   
By means of verbal explanation, letters to participants and consent forms, participants 
were fully informed about the purpose and nature of the study. Confidentiality of information 
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and the anonymity of participants were guaranteed at all times. Prior to the onset of the study, 
the researcher approached the director of the NMMU Psychology Clinic (UCLIN), in order to 
make adequate arrangements for accommodating research participants as clients of UCLIN 
should it become necessary to offer any participant professional psychological intervention, 
as a result of their participation in the study. None of the participants, however, expressed a 
need for psychological intervention, as a result of participation in this study.  
4.9. Conclusion 
In this chapter, the research methodology that was applied by the researcher was 
described, and a rationale for the selected methodology was provided. The advantages and 
disadvantages of the selected research design and sampling procedure were considered, and a 
description of the research process was presented in terms of access to research participants 
and the data-collection process.  
Subsequent to a description of the data-analysis techniques that were employed, 
considerations regarding ethical research practice – as applicable to this study – were 
described. The results that were obtained from the statistical analysis of the completed 
research protocols will be presented and discussed in the following chapter.  
Chapter 5 
Results and Discussion 
5.1. Overview 
The primary research objectives of this study, as stated in Chapter 1 were fourfold. The 
first three objectives of this study were to explore and describe the search for meaning in life 
in HIV-positive adults, the presence of meaning in life in HIV-positive adults and the sense 
of coherence in HIV-positive adults. The fourth objective of this study was to describe the 
relationship between the sample‟s search for meaning in life, the presence of meaning in life 
and the sense of coherence. The results of this study are presented and discussed in this 
chapter, in accordance with these four primary research objectives. 
 The chapter begins with a description of the demographic details obtained from the 
biographical questionnaire, followed by a description of the results obtained from the two 
measures, namely the MLQ and the SOC-29. The chapter concludes with an examination and 
discussion of the relationship between the results of the MLQ and the SOC-29. 
5.2. Demographic Description of the Research Sample 
The information that was obtained from the biographical questionnaire is discussed in 
this section. The demographic variables that were included in the biographical questionnaire 
are month and year of birth, gender, ethnicity, home language, level of education in English, 
HIV status, month and year of discovery of HIV-positive status, and finally, the 
circumstances that led the person to finding out that they are HIV-positive.  
The purpose of collecting the above demographic information was twofold. Firstly, the 
variables in the biographical questionnaire were used to ensure that the research participants 
met the inclusion criteria for this research as described in Chapter 4 of this treatise. Secondly, 
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the biographical questionnaire was used to collect additional information that was deemed 
potentially helpful in contextualising the results obtained from the MLQ and SOC-29. The 
results for each variable included in the biographical questionnaire are presented in the 
following paragraphs. These results are also discussed in terms of the theoretical framework 
and literature presented in previous chapters.  
5.2.1. Month and Year of Birth 
Research participants were requested to report their month of birth and their year of 
birth. This information was used to calculate the age of participants in years and completed 
months. The age of the research participants was important for this study, as it was necessary 
to ensure that the inclusion criterion of being at least eighteen years of age was met. The age 
distribution of the sample is presented in Table 5. 
 
Table 5: Age Distribution of the Sample 
Age in 
Years 
N Percentage 
20-29 9 15 
30-39 34 55 
40-49 8 13 
50-59 11 18 
Total 62 100 
   
 
Although an inclusion criterion for participation in this study was that participants 
should be at least 18-years old, no visitors to the HIV wellness clinic younger than 20 years 
of age volunteered to participate in the research. The age range of participants was 20 – 59. 
Most of the participants in the sample fell in the 30 – 39 years age group (n = 34).   
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The results of the South African National HIV Prevalence, Incidence, Behaviour and 
Communication Survey 2008 (Shisana et al., 2008) revealed that HIV prevalence in the 
Eastern Cape province of South Africa in 2008 was the highest in the older-than-25 years age 
group – at 15.6 percent (Shisana et al., 2008). Since all the participants in the sample were 
HIV-positive, it is not surprising that the majority of the research participants in the sample 
fell in the older age groups. It should, however, be noted that the age distribution of the 
sample does not necessarily resemble the age distribution of HIV prevalence rates in the 
population, since the sample was obtained from volunteers at an HIV wellness clinic. The age 
distribution of the sample is better understood as an age distribution of people that attend a 
HIV wellness clinic, and who were willing to volunteer as research participants. 
As has been noted in Chapter 2, the presence of meaning in life has also been correlated 
with health-promoting behaviour, but it is not clear whether health-promoting behaviour can 
be linked categorically to the age distribution of the sample. Frankl has been criticized for not 
clearly defining the role that meaning in life plays in the development of human beings 
(Shantall, 2002). He, however, noted that although the search for meaning in life typically 
becomes present during adolescence and early adulthood (Frankl, 1988), the presence of a 
need for meaning in life does not automatically result in finding meaning in life. The 
discovery of meaning in life can occur at any age (Frankl, 1988).  
It was mentioned in Chapter 2, that higher levels of health-promoting behaviour have 
been correlated with a higher sense of coherence (Langius-Eklof et al., 2009; Laurel, 1997; 
Linn et al., 1993); and in Chapter 3 it was noted that the sense of coherence is believed to 
continuously develop, but typically stabilises at the age of approximately 30 years 
(Antonovsky & Sagy,  1985). The majority of this sample are above the age of 30, and 
engage in the health-promoting services offered at the HIV wellness clinic, such as routine 
health assessments, the distribution of anti-retroviral medicine and HIV-related counselling. 
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5.2.2. Gender 
Recent surveys of HIV prevalence continue to indicate a disproportionate gender 
distribution of HIV infection (Shisana et al., 2008; UNAIDS, 2009). This trend appears 
globally, in Sub-Saharan Africa, as well as in South Africa and the Eastern Cape Province of 
South Africa (Shisana et al., 2008; UNAIDS, 2009). It was estimated that in 2008, females 
accounted for approximately 60 percent of HIV infection in South Africa, with a prevalence 
of approximately 33 percent in certain age groups (Shisana et al., 2008). The gender 
distribution of this study is presented in Table 6. 
 
Table 6: Gender Distribution of the Sample 
Gender N Percentage 
Male 17 27 
Female 45 73 
Total 62 100 
 
 
In this study, females accounted for 73 percent of the sample; and males therefore, 
accounted for the remaining 27 percent. The gender distribution of the sample, therefore, 
resembles the gender distribution of HIV prevalence in South Africa. Researchers found no 
significant difference in the level of meaning in life across gender in studies where the 
meaning in life of HIV-positive people was assessed in samples of mixed gender (Lewis et 
al., 2006; Litwinczuk & Groh, 2007).  
Women‟s vulnerability to HIV partly stems from a higher physiological vulnerability to 
infection via heterosexual intercourse, but also from the social, economic and legal 
disadvantages that they face (UNAIDS, 2009). Women are more often exposed to the risk of 
HIV infection associated with sexual and physical violence, and in some Southern African 
cultures women have no social sanction to refuse sex with a husband or boyfriend. Women 
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are also often solely responsible for providing for children, and as a result may engage in 
high-risk sexual behaviour in exchange for economic gain (UNAIDS, 2009).  
5.2.3. Ethnicity 
Data were collected on the ethnicity of research participants – in order to provide a post 
hoc qualitative indication of the ethnic diversity and composition of the sample in 
comparison with the ethnic diversity and composition of the population as a whole. Since a 
purposive, non-random sampling method was utilised (De Vos et al., 2005), and due to the 
size of the sample, it has not been possible to make statistical inferences about the ethnic 
composition of the population based on the sample (Neter, Wasserman, & Whitmore, 1992). 
The ethnic distribution of the sample is presented in Table 7, and compared with the last 
census information for the Nelson Mandela Metropolitan area (Statistics South Africa, 2001), 
where the HIV wellness clinic is located.  
 
Table 7: Ethnic Distribution of the Sample 
Ethnicity N 
Percentage of 
Sample 
Percentage of 
Population 
(2001) 
Black 40 65 59 
Coloured 18 29 23 
White 4 6 16 
Total 62 100 98 
 
 
The ethnic distribution of the sample illustrates that members of all the major ethnic 
groups in the Nelson Mandela Metropolitan area participated in this research to some extent, 
and that members of all the major ethnic groups in the Nelson Mandela Metropolitan area 
make use of the services of the HIV wellness clinic. These data are consistent with the 
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finding that all social and economic groups are affected by the HIV epidemic in South Africa 
(UNAIDS, 2009). 
5.2.4. Home Language 
As was reported in terms of the ethnic distribution of the sample, data were also 
collected on the home language of the research participants – in order to provide a post hoc 
qualitative indication of the language composition of the sample in comparison with the 
population. Once again, it is not possible to make any statistical inferences about the 
language composition of the population based on the language composition of the sample.  
The home language distribution of the sample in comparison with the results of the last 
census data for the Nelson Mandela Metropolitan area (Statistics South Africa, 2001) is 
presented in Table 8. 
 
Table 8: Home Language Distribution of the Sample 
Home 
Language 
N 
Percentage of 
Sample 
Percentage of 
Population 
(2001) 
Xhosa 38 61 57 
Afrikaans 21 34 30 
English 3 5 12 
Total 62 100 99 
 
 
The home language distribution of the sample indicates that members of all the major 
language groups in the Nelson Mandela Metropolitan area make use of the services of the 
HIV wellness clinic, and that members of all the major language groups in the Nelson 
Mandela Metropolitan area participated in this study. 
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5.2.5. Level of Education in English 
The level of education in English was included in the biographical questionnaire to 
ensure that research participants met the inclusion criterion of at least a Grade 8 pass in 
English. As has been mentioned in Chapter 4 of this treatise, this inclusion criterion was 
necessary, since the measures used in this research were only available in English, and an 
assessment of the level of English proficiency would be required to ensure a fair 
understanding of the language used in the measures. This indicated a minimum of passing 
Grade 8 English. The frequency distribution of the level of education in English of the sample 
is presented in Table 9. 
 
Table 9: Distribution of the Level of English Education of the Sample 
Level of English N Percentage 
Grade 8 – 10 40 65 
Grade 11 – 12 18 29 
Greater than Grade 12 4 6 
Total 62 100 
 
 
Table 9 indicates that the sample presented with an unequal distribution regarding level 
of education in English, and that the majority of the research participants had English 
education in the Grade 8 – 10 range. Since English is a compulsory subject, in order to obtain 
Grade 12, and since the lower end of the age range of the sample is 20, it may be inferred that 
the majority of the sample had left school without completing their high school education.  
It was noted in Chapter 3 that formal schooling and education form part of the 
knowledge-intelligence generalised resistance resource (Antonovsky, 1985) and therefore, 
formal schooling and education are contributors to a stronger sense of coherence. As was 
mentioned in Chapter 3, Antonovsky (1985) proposed that differential access to education 
facilities; and hence, the differential presence of the knowledge-intelligence generalised 
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resistance resource is related to the inverse correlation between social class and mortality. 
The age and ethnic distribution of the sample suggest that many of the research participants 
are members of previously disadvantages communities in South Africa, where members of 
such communities were often deprived of quality education. 
5.2.6. HIV Status 
Research participants were requested to disclose their HIV status in the biographical 
questionnaire, in order to ensure that all the participants met the inclusion criterion of being 
HIV-positive. All the participants in this research voluntarily disclosed their HIV status when 
completing the biographical questionnaire, and all of the research participants indicated that 
they were HIV-positive.   
5.2.7. Month and Year of First Discovering HIV-positive Status 
Research participants were asked to report the month and the year in which they first 
discovered that that they were HIV-positive. This information was used to calculate the time 
passed in completed months, since participants had discovered that they are HIV-positive. 
The frequency distribution of the duration of participants knowing their HIV-positive status is 
presented in Table 10. 
 
Table 10: Distribution of Duration of Knowing HIV-positive Status of the Sample 
Months aware 
of HIV-
positive status 
N Percentage 
0-6 5 8 
7-24 15 24 
25 and more 42 68 
Total 62 100 
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The duration of time since participants discovered that they were HIV-positive was 
distributed unevenly in the sample, with the majority of the research participants being aware 
of their HIV status for two years or longer. As has been recounted in Chapter 2, the impact of 
finding out that an individual is HIV-positive can be devastating for that individual. When 
receiving an HIV-positive diagnosis, people experience a strong initial feeling of loss relating 
to their health, longevity, intimate life and a likely loss of relationships with friends, family 
and the community – due to the fear of stigmatisation (Alonzo & Reynolds, 1995; Cooper et 
al., 2007; Evian, 2002; Fife, 2005; Laurel, 1997; Makoae et al., 2005; Shawn et al., 2005; 
Van Dyk, 2005).  
Although the trauma of receiving an HIV-positive diagnosis might create the opportunity 
for people to discover meaning in their life, as well as meaning in their suffering (Frankl, 
1967; Lewis et al., 2006), people receiving this diagnosis are initially forced to face the 
possibility of an early death, and as has been noted in Chapter 2, such a realisation is likely to 
arouse a high amount of death anxiety and existential loneliness (Mayers et al., 2005). Such 
intense experiences might result in people avoiding situations or stimuli that might intensify 
their distress. As people, however, progress through the stages of grief (Kubler-Ross, 1969), 
they may start to raise questions regarding the meaning and purpose of their lives, and the 
nature of their suffering. By doing so, they could be empowered to make life adjustments in 
order to accept and deal with the uncertain and long-term outcomes of being infected with 
HIV (Mellers et al., 2001).  
5.2.8. Circumstances Leading to Knowledge of HIV Status 
It has been noted that one of the inclusion criteria for participation in this research was 
that participants must be HIV-positive. In order to ensure that participants received a clinical 
HIV-positive diagnosis, made by a registered health-care professional, participants were 
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asked to report how they had found out about their HIV status. The purpose of this question 
on the biographical questionnaire was thus to confirm that each participant had been 
medically tested for HIV – and found to be HIV-positive. Results obtained from this question 
however indicated that the question had not been phrased directly or clearly enough; and 
consequently, some of the participants described the circumstances that had led to them to 
being tested for HIV (such as pre-natal clinic visits and infidelity by sexual partners), while 
others responded by stating that they had been tested for HIV. In order to overcome this 
problem, it was verbally confirmed by each participant that they had been tested for HIV by a 
registered health-care professional.   
5.3. Results Obtained from the Meaning in Life Questionnaire (MLQ) 
The focus of this section is on the results that were obtained from administering the 
MLQ to all participants in the sample. As was noted in Chapter 4, the MLQ consists of two 
scales, namely search for meaning in life (MLQ-S) and the presence of meaning in life 
(MLQ-P). The data that were gathered from the MLQ were analysed, firstly, in accordance 
with the objectives of this study to explore and describe the search for meaning in life and the 
presence of meaning in life in adults living with HIV. Secondly, in accordance with the 
objective of this study, to explore the relationship between the search for meaning in life, and 
the presence of meaning in life, in HIV-positive adults.  
5.3.1. Findings from the Meaning in Life Questionnaire (MLQ) 
The results of the MLQ in terms of descriptive statistics for the sample are presented in 
Table 11. Figure 1 and Figure 2 reflect the frequency distribution of scores on the MLQ-S 
and MLQ-P, respectively, for the research sample. 
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Table 11: Descriptive Statistics of the MLQ of the Sample 
Statistic MLQ-S MLQ-P 
Mean 26.61 24.71 
Median 28.00 26.00 
Mode 32.00 26.00 
Standard Deviation 6.99 5.92 
Standardised Skewness -1.11 -0.64 
 
 
Figure 1: Frequency Distribution of the MLQ-S Scores of the Sample. 
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Figure 2: Frequency Distribution of the MLQ-P Scores of the Sample. 
 
The dashed vertical lines in Figure 1 and Figure 2 represent the mean scores of the 
research sample on the MLQ-S and MLQ-P, respectively. As has been mentioned in Chapter 
4, although normative data for the MLQ are not available, results obtained from various 
studies in which the MLQ was used in healthy populations have been published (Steger et al., 
2006; Steger & Kashdan, 2007; Steger et al., 2008). In these studies, the mean score of the 
MLQ-S ranged from 22.5 to 25.8, with a standard deviation ranging from 6.1 to 6.6. In the 
same studies, the mean score of the MLQ-P ranged from 23.3 to 24.1, with the standard 
deviation ranging from 5.6 to 6.7. A comparison of the results of the MLQ-S and MLQ-P, 
obtained in this study as presented in Table 11, with the results reported in previous studies, 
indicate that the results of this study (in terms of the mean scores and standard deviations of 
the MLQ-S and MLQ-P) are within the range of the mean scores and standard deviations of 
the previously published results.  
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As has been noted in Chapter 4, the Cronbach‟s Alpha obtained from administering the 
MLQ-P to the sample was poor (George & Mallery, 2003; Nunnally & Bernstein, 1994). 
Although the size of the current sample was limited, and Cronbach‟s Alpha is sensitive to 
sample size (Cohen & Swerdlik, 2005), the poor Cronbach‟s Alpha obtained from the MLQ-
P in the current study may be attributed to cultural differences in the research participants‟s 
interpretation of the MLQ-P items.  
Figure 1 and Figure 2 suggest that the distribution of both the MLQ-S and MLQ-P 
scores obtained from this study resemble a negatively skewed distribution. This observation 
is supported by the negative standardised skewness measures calculated for the MLQ-S and 
MLQ-P. These are reflected in Table 11. The negative skew of the frequency distributions of 
the MLQ-S and MLQ-P scores indicate that, although the mean scores of this research 
sample fall within the range of results obtained from healthy samples, the mean scores from 
the current research sample are the results of a higher frequency of scores higher than the 
mean. These scores are offset by a lower frequency of scores below the mean, with a higher 
variation from the mean than the scores higher than the mean.  
These findings suggest that the majority of research participants experienced a 
heightened awareness of their search for meaning in life and the presence of meaning in life, 
while a minority of the research participants experienced a very low awareness of the search 
for meaning in life and the presence of meaning in life. This finding can be explained 
theoretically in terms of the existential impact of an HIV-positive diagnosis. Individuals‟ 
reaction to an HIV-positive diagnosis are typically characterised by a perceived shattering of 
their lives‟ meaning and a shattering of the possibility of finding any meaning in life (Mayers 
et al., 2005).  As a result, individuals initially experience a low level of motivation to search 
for meaning in life, and a low experience of the presence of meaning in their lives. When 
individuals, however, transcend their HIV-positive status by turning their health crises into a 
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growth-producing experience, these individuals are able to experience a heightened level of 
awareness of presence of meaning in their lives (Mayers et al., 2005). This proposed 
theoretical explanation for the skewed distribution of the MLQ results of the research sample 
is, however, limited in its validity, as the researcher could not find any published results of 
the MLQ in a sample of healthy participants in South Africa. It is thus possible that the 
negative skew in the frequency distribution of the MLQ-S and MLQ-P scores may be 
accounted for by South African cultural factors. It is also possible that the negative skew of 
the MLQ-S and MLQ-P scores found in the sample are caused by sampling error as a result 
of the limited size of the research sample. 
The theory regarding meaning in life was discussed in Chapter 3, specifically in terms of 
the existential psychology of Viktor Frankl. As was noted in Chapter 3, Frankl (1988) used 
the term logotherapy, even in contexts “where no therapy in the strict sense of the word is 
involved” (p. 5) since logotherapy is often indicated “where actual therapy is impossible 
because the patient is confronted with an incurable disease”. This application of logotherapy 
that Frankl (1988) referred to as “medical ministry” (p. 5) forms an integral part of 
logotherapy. Frankl (1959, 1964, 1967) defined logotherapy, in the widest sense, as the 
treatment, even in the face of an “incurable disease” (1988, p. 5), of the patient‟s attitude 
towards this unchangeable fate. 
Frankl published most of his major works from 1959 to 1988 – before the prevalence of 
HIV infection had reached global epidemic proportions. Even though Frankl, thus, never 
directly mentioned HIV disease in his writing, it is apparent that his theory and work is 
especially relevant in the current era of the global HIV epidemic, where so many people are 
confronted with the existential implications of an HIV-positive diagnosis. Frankl‟s concept of 
attitudinal values has been described in Chapter 3. It refers to the attitude that an individual 
takes to his/her unchangeable fate. Accordingly, any situation that an individual is confronted 
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with can be transmuted into a positive accomplishment through the attitude that the person 
takes. The attitudinal stand that people take towards their HIV status can thus be a source of 
meaning in life, and lead to positive outcomes for HIV-positive people. This proposition 
seems to be supported by the research quoted in Chapter 2 with regard to the reported 
correlations between the level of meaning in life and health-promoting behaviour (Fife, 2005; 
Gillett et al., 2002; Guillory et al., 1997; Lightsey, 2006). Measuring meaning in life in 
people living with HIV disease is thus important, as meaning in life has direct implications in 
terms of the health behaviour; and consequently, the longevity of people living with HIV.  
In terms of Frankl‟s (1988) dimensional ontology – as has been discussed in Chapter 3, 
human beings are primarily motivated by the will to meaning in the presence of an existential 
vacuum. When people find meaning in their lives, they have the ability to exist in a satisfying 
and meaningful way (Frankl, 1974). The will to meaning is a uniquely human capacity which 
forms the spiritual dimension of existence (Frankl, 1965). This spiritual dimension enables 
people to transcend their living situations and problems with living, and provides them with 
the ability to live meaningful lives, despite “incurable diseases” (Frankl, 1988, p. 5). The 
importance of the spiritual dimension in coping with HIV disease is supported by an 
expanding body of knowledge regarding the relationship between spirituality and health 
(Phillips et al., 2006).  
As was reported in Chapter 3, various researchers have reported correlations between 
spiritual wellbeing, mental wellbeing and physical wellbeing (Cobb, 2008; Litwinczuk & 
Groh, 2007; McCormick et al., 2001; Phillips et al., 2006). Therefore, in addition to being 
related to health-promoting behaviour, the measurement of meaning in life in people that are 
HIV-positive is important, as meaning in life is related to the subjective experience that 
people have about their lives, their HIV status and their symptoms.  
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5.3.2. Findings on the Relationship between the Search for Meaning in Life and the 
Presence of Meaning in Life 
Table 12 is a correlation matrix representing the calculated Pearson product-moment 
correlation coefficient between scores obtained from the MLQ-S and the MLQ-P of the 
sample. 
 
Table 12: Pearson Product-moment Correlation Coefficient Matrix of the MLQ-S and     
                MLQ-P Scores of the Sample 
 
 MLQ-S 
MLQ-P r = 0.077
1
 
1
p<0.05 
   
 
A Pearson product-moment correlation coefficient of 0.077 with a p value of 0.552 was 
calculated from the scores obtained from the MLQ-S and the MLQ-P of the sample. Using a 
critical alpha level of 0.05 it may be concluded that the relationship between the scores of the 
MLQ-S and the MLQ-P of the sample is not statistically significant.  
 As stated in Chapter 3, Frankl (1964, 1965, 1988) proposed that the experience of an 
existential vacuum motivates individuals to search for meaning in their lives. In the absence 
of obstacles to finding meaning in their lives, the search for meaning in life will result in the 
presence of meaning in life. Frankl (1964, 1965, 1988), thus, proposed a sequential and 
inverse relationship between the search for meaning in life and the presence of meaning in 
life. Steger et al. (2008), however, found that the relationship between the search for meaning 
in life and the presence of meaning in life is influenced by culture. Specifically, Steger et al. 
(2008) proposed that the search for meaning in life is negatively related to the presence of 
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meaning in life in individualistic cultures, such as the American culture, while this 
relationship is not found in collective cultures, such as the Japanese culture.  
In the context of the frequency distribution of the MLQ-S and MLQ-P scores of this 
sample, it may be deduced that those research participants that obtained scores higher than 
the sample mean on the MLQ-S were not necessarily the same individuals who had obtained 
scores above the sample mean on the MLQ-P; and therefore, participants in the sample are at 
different stages in terms of reorganising their lives and making meaning of their HIV-positive 
diagnosis. 
5.4. Description of Results Obtained from the Sense of Coherence Scale (SOC-29) 
The data obtained from the administration of the SOC-29 to the sample were analysed in 
terms of the third primary objective of this study. This was to explore and describe the sense 
of coherence of HIV-positive adults. The results of the SOC-29 in terms of mean score and 
standard deviation obtained from the sample are presented in Table 13. 
 
Table 13: Mean Score and Standard Deviation of the SOC-29 of the Sample 
Statistic 
SOC-29 
Result 
Mean 122.52 
Standard Deviation 25.71 
 
 
As has been mentioned in Chapter 4, Antonovsky (1993b) did not publish normative 
data for the SOC-29. A number of studies have however been published which included 
results obtained from the SOC-29. Such studies have also been conducted in South Africa. 
Using a mixed sample of 550 participants, Wissing et al. (1999) reported a mean SOC-29 
score of 136.52, with a standard deviation of 21.68. From a sample of 83 women living with 
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HIV, Katalan (2003) reported a mean SOC-29 score of 116.65, with a standard deviation of 
21.75. The mean SOC-29 score obtained in the study by Katalan is markedly lower than the 
mean SOC-29 score obtained from the study by Wissing et al. (1999). Although, the mean 
SOC-29 score of the current sample (122.52) was found to be higher than the mean score 
reported by Katalan (116.65), it is still markedly lower than the mean SOC-29 score of 
136.52, reported by Wissing et al. (1999). 
Katalan (2003) suggested that the lower mean score obtained from a sample of HIV-
positive women could be ascribed to chronic life stressors related to HIV infection, as 
discussed in Chapter 2. Based on their research on a Swedish sample of 51 HIV-positive 
females, Cederfjall et al. (2001) reported a lower mean SOC-29 score in this sample in 
comparison with people that were not infected with HIV. This supports the findings and 
suggestions of Katalan (2003).  
The results of the SOC-29 from the current sample further support the finding that HIV-
positive people exhibit a lower sense of coherence. The higher mean SOC-29 score from this 
study in comparison with the findings reported by Katalan (2003) may be accounted for by 
differences in the age distribution of the two samples. As has been noted earlier, Antonovsky 
(1993b) stated that the sense of coherence typically crystallises in young adults around the 
age of 30. In the current research, 85% of the research participants were 30 years or older, 
while 80% of the participants in the sample used in the research by Katalan (2003) were 
reported to be 30 years or younger.  
The theory regarding the sense of coherence has been discussed in Chapter 3. 
Antonovsky (1985, 1987) conceived the sense of coherence as being a function of the 
generalised resistance resources available to a person that result in the person‟s generalised 
and pervasive orientation to stressors. Antonovsky (1985, 1987) proposed that the concept of 
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a sense of coherence offers an explanation of why some people are able to maintain their 
wellbeing, while others gravitate towards the disease end of the ease/disease continuum.  
In contrast to specific resistance resources, generalised resistance resources were 
proposed to have utility across unpredictable, variegated stressors (Antonovsky, 1985, 1987, 
1993a), and as has been shown in Chapter 2, people living with HIV are not only confronted 
with a specific biological pathogen, but also with tremendous psychosocial stressors. Since 
people that are infected with HIV are exposed to such a wide array of unpredictable stressors, 
it seems plausible that generalised resistance resources are crucial for the effective coping of 
these individuals.  
In applying Antonovsky‟s (1985, 1987, 1993a) propositions to people living with HIV, 
while controlling for differences in the duration of infection, individual variations in the level 
of a sense of coherence provide an explanation for the varying degrees of wellness among 
people living with HIV. This application of a sense of coherence to people living with HIV is 
supported by research findings which suggest that the sense of coherence is related to the 
wellbeing of people living with HIV (Bareford, 1993; Cederfjall et al., 2002; Langius-Eklof 
et al., 2009). It is therefore also important to investigate factors that might contribute to the 
protection and strengthening of the sense of coherence in people living with HIV. The results 
of this study regarding the relationship between meaning in life and the sense of coherence 
are subsequently presented in the following section.   
5.5. The Relationship Between the Results of the Meaning in Life Questionnaire 
(MLQ) and the Sense of Coherence Scale (SOC-29) 
The relationship between the results of the SOC-29 and MLQ were analysed in terms of 
the fourth primary objective of this research, namely to investigate whether there is a 
relationship between the search for meaning in life, the presence of meaning in life and a 
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sense of coherence in HIV-positive adults. The relationship between the scores obtained from 
the SOC-29 and the MLQ were examined by utilising Pearson product-moment correlation 
coefficients. In this section, a description of the relationship between the SOC-29 results and 
the MLQ results is presented followed by a discussion of these results. 
5.5.1. Description of the Relationship Between the Results from the Measures 
Table 14 is a correlation matrix presenting the Pearson product-moment correlation 
coefficients with regard to the MLQ-S, MLQ-P and the SOC-29 scores of the sample. 
 
Table 14: Pearson Product-moment Correlation Coefficient Matrix of the MLQ-S, MLQ-P  
                and SOC-29 Scores of the Sample 
 
 MLQ-S MLQ-P 
SOC-29 r = -0.161
1
 r = 0.332
2
 
1
p<0.05 
2
p<0.01  
 
 
A Pearson product-moment correlation coefficient of -0.161 with a p value of 0.226 was 
calculated between the scores obtained from the MLQ-S and the SOC-29 of the sample. 
Using a critical alpha level of 0.05, it may be concluded that the relationship between the 
scores of the MLQ-S and the SOC-29 of the sample is not statistically significant. A Pearson 
product-moment correlation coefficient of 0.33, with a p value of 0.009, was found between 
the scores obtained from the MLQ-P and the SOC-29 of the sample. By applying a critical 
alpha level of 0.01, which implies more stringent testing of statistical significance than when 
a critical alpha level of 0.05 is applied, it may be concluded that the relationship between the 
scores of the MLQ-P and the SOC-29 of the sample is statistically significant.  
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According to Guilford‟s (1946) guidelines for the interpretation of the magnitude of 
correlation coefficients, the correlation between the MLQ-P and SOC-29 results of the 
sample can be described as a definite but small positive relationship. A correlation coefficient 
of 0.33 represents an effect size (r²) of 0.11. An r² value of 0.11 indicates that 11% of the 
variation in the sense of coherence of the sample could be attributed to variation in the 
presence of meaning in life of the sample and vice versa.  
Based firstly on the finding by Wissing and Van Eeden (2002) that sense of coherence is 
a strong indicator of general psychological wellbeing in South Africa, and secondly, on the 
effect size of the correlation between the presence of meaning in life and a sense of 
coherence, as found in the current study, it is proposed that the level of the presence of 
meaning in life is of practical significance to adults living with HIV due to its effect on 
general psychological wellbeing. In addition, Ferguson (2009) recommended a minimum 
effect size of 0.04 in order to conclude that an effect size in social science data is practically 
significant. The effect size of 0.11, as noted above, could, therefore, be described as 
practically significant on the basis of the recommendations by Ferguson (2009).  
5.5.2. Discussion of the Relationship Between the Results from the Measures 
Although it has been demonstrated in previous research that the presence of meaning in 
life promotes wellbeing in people living with HIV (Cobb, 2008; Crossley, 1998; Fife, 2005; 
Guillory et al., 1997; Lightsey, 2006), Antonovsky (1985, 1987) did not specifically mention 
meaning in life as a generalised resistance resource. In this study, a definite, small and 
positive relationship was, however, found between the scores obtained from the 
measurements of the presence of meaning in life and the sense of coherence. In the context of 
the exploratory nature of this study, the finding of a relationship between the sense of 
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coherence and the presence of meaning in life warrants the consideration of a theoretical 
explanation for this relationship.  
Frankl (1959, 1964, 1988) described meaning in life as a primary motivational force that 
is more central in human existence than basic biological drives and esteem drives. Presence 
of meaning in life, in terms of Frankl‟s theory, thus leads to a pervasive orientation that 
people have about their life task and the meaning of their existence, consequently providing 
individuals with the motivation for overcoming obstacles in actualising the meaning of their 
existence. In order to live meaningful lives it could thus be expected that individuals with a 
higher level of the presence of meaning in life would be more motivated to deal with stressful 
life experiences.  
As described in Chapter 3, the meaningfulness component of a sense of coherence refers 
to the importance that people attach to life experiences, and consequently, the worthiness of 
investing cognitive and emotional energy into dealing with these experiences (Antonovsky, 
1985, 1987). The meaningfulness component of a sense of coherence is thus defined as the 
motivational component with regard to dealing with stressful life experiences. It could 
therefore be proposed that the presence of meaning in life contributes to the meaningfulness 
component of the sense of coherence by providing individuals with a source of motivation in 
order to overcome stressors.   
It was noted in Chapter 3 that optimally functioning individuals, in terms of Frankl‟s 
theory, are characterised by a realistic perception of themselves and their environment 
(Shantall, 2002). It was also noted in Chapter 3 that the comprehensibility component of a 
sense of coherence refers to a cognitive ability and a capacity to judge reality (Antonovsky, 
1987). A higher level of the presence of meaning in life could thus be expected to fortify the 
comprehensibility component of a sense of coherence.  
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The relationship that was found in this study between the presence of meaning in life and 
a sense of coherence offers a hypothesis with regard to the lower levels of the sense of 
coherence that was previously observed in samples of HIV-positive people (Cederfjall et al., 
2001; Katalan, 2003). When people are diagnosed with HIV, they experience an existential 
crisis that results in a shattering of their sense of meaning in life; and subsequently, a reduced 
presence of meaning in life. Such a decrease in the presence of meaning in life may 
consequently lead to a reduction in the level of the sense of coherence in HIV-positive 
people. In concluding this section, it is proposed that the presence of meaning in life fortifies 
the sense of coherence of people living with HIV.   
5.6. Conclusion 
The results obtained from this study have been presented in this chapter; and these 
results were linked to literature regarding meaning in life and sense of coherence. While 
some of the findings in this study support the findings reported by previous researchers, some 
unique findings were reported and theoretical explanations for these findings were proposed. 
Overall, the sample presented no elevation or suppression of the mean levels in the search for 
meaning in life and the presence of meaning in life.  
The frequency distribution of the levels in the search for meaning in life and the 
presence of meaning in life were, however, negatively skewed; and no relationship between 
the level in the search for meaning in life and the level of the presence of meaning in life was 
found. The sample further presented with a low mean level of the sense of coherence.  
A small, but definite positive, relationship was found between the level of the presence 
of meaning in life and the level of a sense of coherence. Based on the results of this study, as 
presented in this chapter, conclusions and recommendations for future research will be 
presented in the next chapter. 
Chapter 6 
Conclusion, Limitations and Recommendations 
6.1. Overview 
In this chapter, conclusions are drawn from the results of the study that were presented 
and discussed in Chapter 5. This chapter commences with a summary of the main findings of 
this study, followed by a discussion regarding the contributions and limitations of this study. 
The chapter is concluded with recommendations for future research. 
6.2. Conclusions per Research Objective 
The primary research objectives of this study were to explore and describe meaning in life 
and a sense of coherence in HIV-positive adults. The objectives of the study are summarised 
in the following four statements: 
1. To explore and describe the search for meaning in life in HIV-positive adults. 
2. To explore and describe the presence of meaning in life in HIV-positive adults. 
3. To explore and describe the sense of coherence in HIV-positive adults. 
4. To investigate whether there is a relationship between the search for meaning in life, 
the presence of meaning in life and a sense of coherence in HIV-positive adults. 
The conclusions that may be drawn from the current study with regard to each of the 
stated research objectives are presented in the following subsections. 
6.2.1. Description of Search for Meaning in Life and Presence of Meaning in Life of the 
Sample 
The researcher is not aware of any previous studies done in South Africa, in which the 
MLQ-S and MLQ-P were used as a research measure, and thus the mean scores of the   
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MLQ-S and MLQ-P obtained in this study have been compared with the MLQ-S and MLQ-P 
results obtained from previous studies in the United States of America and Japan (Steger et 
al., 2006; Steger & Kashdan, 2007; Steger et al., 2008;).  
The mean scores obtained from the MLQ-S and the MLQ-P of the current sample did 
not deviate markedly from scores reported in previous studies using the MLQ-S and MLQ-P. 
Although the mean scores of the MLQ-S and the MLQ-P in the current sample were on a par 
with the mean MLQ-S and MLQ-P scores of previous studies, the frequency distribution of 
both the MLQ-S and MLQ-P scores of the current study exhibited a negative skew.  
It was found that the majority of the research participants obtained scores on the MLQ-S 
and MLQ-P within one standard deviation above the mean, while the minority of research 
participants obtained scores of up to three standard deviations below the mean. This finding 
is consistent with previous research, suggesting that a diagnosis of HIV leads to a collapse of 
individuals‟ expectations that a meaningful existence still remains possible (Crossley, 1998; 
Fife, 2005; Mayers et al., 2005). As individuals process their HIV-positive status and realise 
that they are able to maintain an acceptable quality of life, despite a reduced life expectancy, 
they begin to experience a heightened sense of search for meaning in life (Crossley, 1998; 
Fife, 2005; Mayers et al., 2005). A diagnosis of HIV, however, does not only lead to the 
collapse of an individual‟s perception that it is possible to live a meaningful life, but it also 
shatters one‟s existing experience of one‟s life as being meaningful (Crossley, 1998; Fife, 
2005; Mayers et al., 2005). As HIV-positive individuals start to search for meaning in life and 
consequently explore new and creative ways of ascribing meaning to life, they are able to 
experience a heightened sense of the presence of meaning in life.  
It is thus concluded that the majority of research participants in the current study 
experienced an elevated need to find meaning in their lives, while the minority of participants 
were in the midst of an existential crisis – resulting in the shattering of search for meaning in 
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life. It is similarly concluded that the majority of the research participants in the current study 
experienced a heightened presence of meaning in their lives, while the minority of the 
participants were facing an existential crisis resulting in a lack of presence of meaning in 
their lives.    
6.2.2. Description of the Sense of Coherence of the Sample 
In the current sample of HIV-positive adults who visit the HIV wellness clinic in the 
Nelson Mandela Metropolitan area, a low mean SOC-29 score was found. Although no SOC-
29 norms exist for HIV-positive people in South Africa, the mean score of the SOC-29 
obtained from the current sample was markedly lower than the mean SOC-29 score obtained 
by Wissing et al. (1999, 2002) from a mixed, healthy sample.  
Even though the mean SOC-29 score of the current sample is lower than the mean SOC-
29 score reported by Wissing et al. (1999, 2002), this mean score is higher than the mean 
SOC-29 score reported by Katalan (2003) obtained from a sample of HIV-positive women 
attending a support group in South Africa. The higher mean SOC-29 score obtained from the 
current sample in comparison with the mean SOC-29 score reported by Katalan (2003) is 
attributed to differences in the age distribution of the current sample in comparison with the 
sample utilised by Katatan (2003). Literature suggests that the sense of coherence stabilises at 
the age of approximately 30 years (Antonovsky, 1987). In the current research, 85% of the 
research participants were 30 years or older, while 80% of the participants in the sample used 
in the research by Katalan (2003) were reported to be 30 years or younger. The lower mean 
SOC-29 score found in the current study supports the findings reported in previous studies 
(Cederfjall et al., 2001; Katalan, 2003), suggesting that HIV-positive people exhibit a lower 
sense of coherence.  
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Although the lower mean level of sense of coherence in HIV-positive people may be 
attributed to the severity of physiological, as well as psychosocial stressors, associated with 
HIV, as proposed by Cederfjall et al. (2001), pre-existing factors might have contributed to 
the lower mean SOC-29 score found in the current study. Antonovsky (1985, 1987) stated 
that the knowledge-intelligence generalised resistance resource is related to formal education, 
and as was reported in Chapter 5, the majority of the research participants did not complete 
their high school education. The lower mean SOC-29 score of the sample may thus, in part, 
be a reflection of the educational level of the current sample.  
6.2.3. Relationships between the Search for Meaning in Life, the Presence of Meaning in 
Life and the Sense of Coherence in the Sample 
The third objective of this study was to describe the relationships between the search for 
meaning in life, the presence of meaning in life and a sense of coherence in the sample. The 
results that were obtained with regard to these relationships are described in the following 
paragraphs. 
The correlation that was calculated between the search for meaning in life and the 
presence of meaning in life in the current sample revealed no statistically significant 
relationship between these two concepts. In the context of the frequency distributions of the 
MLQ-S and MLQ-P of the sample, it may be concluded that the lack of a relationship 
between the search for meaning in life and the presence of meaning in life in the sample 
suggest that visitors to the HIV wellness clinic are all at different points with regard to 
reorganising their lives after being diagnosed as HIV-positive.  
The correlation coefficient that was calculated between the search for meaning in life 
and a sense of coherence has revealed that there is no statistically significant relationship 
between the search for meaning in life and a sense of coherence in the current sample. It 
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could thus be proposed that the search for meaning in life and the sense of coherence are 
distinct concepts that are empirically unrelated in the current sample.   
A statistically (r = 0.33, p = 0.009) and practically significant relationship was found 
between the presence of meaning in life and a sense of coherence in the sample. Based on 
effect size (r²) calculations, it was found that 11% of the variance in the sense of coherence of 
the research participants could be accounted for by variance in the presence of meaning in 
lives of the participants and vice versa. As has been mentioned in previous chapters, Frankl 
(1959, 1964, 1988) contended that meaning in life is the primary motivational force of the 
human personality that enables human beings to transcend biological and esteem needs, and 
that facilitates realistic perception of the self and others. Antonovsky (1985, 1987) stated that 
the meaningfulness component of the sense of coherence reflects the motivational aspect of 
this sense of coherence, while the comprehensibility component of the sense of coherence is 
characterised by the capacity to judge reality.  
The research design of the current study does not permit any inference of causality in the 
relationship between the presence of meaning in life and the sense of coherence, but based on 
the theoretical relationship between the presence of meaning in life and the sense of 
coherence, and based on the empirical correlation that was found between these concepts, it is 
proposed that the presence of meaning in life is a fortifier of the sense of coherence in HIV-
positive adults. 
6.3. Value of the Research 
In Chapter 1, Kagee (2006) was quoted for stating the profound relevance of public 
health psychology in Southern Africa in addressing challenges such as HIV. It was noted that 
the study and understanding of human behaviour is essential for the enhancement of health 
outcomes (Kagee, 2006). The magnitude of the HIV epidemic in South Africa, as well as the 
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diverse and profound impact of HIV on individuals was highlighted in Chapter 2. It was 
further noted that the continued incidence of HIV infection and increased access to 
antiretroviral medication is resulting in an increase in the number of people living with HIV 
in South Africa. Although medical treatment can increase the life expectancy of HIV-positive 
people, no cure exists for HIV. From this point of view one is warranted to propose a health-
promotion approach that also focuses on harnessing and leveraging the generalised resistance 
resources, and subsequently, the sense of coherence, of HIV-positive people.  
Although previous research has reported that higher levels of meaning in life and a sense 
of coherence are associated with health-promoting behaviour, a paucity of research exists 
with regard to factors that influence the sense of coherence in HIV-positive adults. In South 
Africa this paucity of research appears to be even more pronounced. The current research is 
the first research known to the author to examine the relationship between meaning in life 
and a sense of coherence in a sample of HIV-positive people in the South African context. By 
investigating meaning in life, the sense of coherence and the relationship between these 
concepts, the current study contributes to the body of research regarding health promotion 
among South Africa‟s vast population of people living with HIV.  
The conclusions that were drawn from this study have practical implications for the 
psychological intervention being offered to people living with HIV. It was concluded that the 
level of presence of meaning in life in the research sample is correlated to the level of a sense 
of coherence in the research sample – to such an extent that this relationship could be 
described as practically significant. It was further proposed that meaning in life is a fortifier 
of this sense of coherence. This conclusion and proposition underscore the importance of 
addressing existential concerns when offering psychological intervention to HIV-positive 
adults, especially in cases where the aim of such psychological intervention is health 
promotion.  
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6.4. Research Limitations 
There are a number of limitations with regard to the current study which are related to 
the research design, the sampling method and the measures that were utilised in the research. 
These limitations will now be briefly discussed. 
This purpose of this study was exploratory and descriptive in nature, and consequently 
the research sample was relatively small. In addition, the purposive sampling method was 
employed in this study. The sample size and the sampling method used in this study are 
regarded as a limitation of the study, as the findings of the research cannot be generalised to a 
larger population, and are thus only descriptive of the sample itself. Because of the limited 
size of the sample, potentially useful statistical analyses, such as regression analysis and 
cluster analysis were not feasible.  
The current study employed a cross-sectional survey research design, and therefore, the 
study reflected the search for meaning in life, the presence of meaning in life and the sense of 
coherence in the sample at a specific point in time. As noted in Chapter 5, exposure to a 
severe and chronic life stressor impacts on one‟s search for meaning in life, one‟s presence of 
meaning in life and one‟s sense of coherence. Because of the cross-sectional design that was 
employed in this study, it was not possible to track changes in the search for meaning in life, 
the presence of meaning in life and the sense of coherence of the participants over time. In 
this respect a longitudinal research design might have yielded valuable additional findings.  
Some of the limitations of the current study are related to the research measures that 
were utilised. As mentioned in Chapter 4, the measures used in the current study are only 
available in English. As a result, the participation of individuals without a sufficient level of 
proficiency in English had to be excluded from the study. Consequently, the research sample 
is biased towards individuals that are proficient in English. 
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It was noted in Chapter 5 that the question in the biographical questionnaire regarding 
how people became aware of their HIV-positive status is ambiguous. The aim of this question 
was to ensure that research participants were diagnosed as HIV-positive by a registered 
health-care professional. Some research participants, however, interpreted this question as 
inquiring about the circumstances leading them to undergo HIV testing. As a result of the 
ambiguity of this question, responses to this question could not be utilised in the analysis of 
the research results; and additional steps, as noted in Chapter 5, had to be taken to ensure that 
research participants met the inclusion criteria of being HIV-positive. 
The search for meaning in life and the presence of meaning in life were measured by 
means of the MLQ. The MLQ is a recently developed instrument originating from the United 
States of America, and as a result normative data for the MLQ are limited. Although the 
MLQ has been utilised in studies outside the United States of America, it has not been used in 
a South African context before. The interpretation of the results obtained from the MLQ in 
this study is thus subject to scrutiny. Although previous studies reported acceptable levels of 
internal consistency in the MLQ in terms of Cronbach‟s Alpha, the Cronbach‟s Alpha that 
was calculated for the presence of meaning in life subscale of the MLQ in the current study 
was 0.59. As noted in Chapter 4, a Cronbach‟s Alpha of 0.59 represents poor internal 
consistency. It must be noted however that the Cronbach‟s Alpha obtained from a single 
administration of a measure does not necessarily imply that the measure has a poor internal 
consistency. Low Cronbach‟s Alpha values could be related to sample characteristics; and 
additionally, Cronbach‟s Alpha is also sensitive to sample size (Cohen & Swerdlik, 2005).  
In terms of the theory relating to the presence of meaning in life and the sense of 
coherence, it is possible to theoretically conceive a causal relationship between the presence 
of meaning in life and a sense of coherence. Although a definite but small positive 
relationship was found between the presence of meaning in life and the sense of coherence, 
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the research design that was utilised in this study does not allow the inference of empirical 
causality between the presence of meaning in life and a sense of coherence.  
6.5. Recommendations 
It is firstly recommended that feedback regarding the findings and conclusion of this 
study be provided to the HIV wellness clinic, where this study was conducted, in order to 
facilitate the incorporation of the research findings into the services provided by the HIV- 
wellness clinic. 
The number of people living with HIV in South Africa continues to increase (Shisana et 
al., 2008) and a significant proportion of HIV-positive people form part of the South African 
labour force (International Labour Office, 2006). From both a humanitarian and an economic 
perspective, it is thus important to optimise the wellbeing of people living with HIV on a 
large scale. In this light it is recommended that the current study be replicated with a large 
sample size, using random sampling techniques – so that the generalisability of the findings 
of the current study to the population of South Africa may be determined.  
The Meaning in Life Questionnaire has the potential to be an important tool in research 
regarding existential psychological approaches in South Africa. It is, therefore, recommended 
that further research regarding the Meaning in Life Questionnaire be conducted in South 
Africa, in order to establish South African norms for this instrument, and also to test and 
refine the reliability and validity of this measure in the South African context.  
6.6. Conclusion 
The hyper-endemic prevalence of the HIV epidemic in South Africa was highlighted in 
Chapter 2, and the severe biological, psychological and social stressors to which HIV-
positive people are exposed, were also noted. In coming years the number of people living 
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with HIV will continue to increase in South Africa, and consequently more people will 
require the services of health-care professionals as a resource for daily coping.  
As a humble step in the direction of improving the lives of people living with HIV, this 
study represents an attempt to explore and describe the search for meaning in life, the 
presence of meaning in life and the sense of coherence of HIV-positive adults. A fourth 
objective of this study was to explore and describe the relationship between these concepts in 
the research sample.  
Conclusions from this study were formulated for each of the stated research objectives, 
whereafter considerations with regard to the value of the study were presented. Following a 
discussion of the research limitations pertaining to the study, recommendations based on the 
conclusions of the study were presented. Following from the conclusions and 
recommendations of this study, it is hoped that health-care professions will acknowledge the 
paramount importance of considering salutogenic concepts, such as meaning in life and a 
sense of coherence in the delivery of their services to South Africa‟s HIV-positive 
population. 
 In conclusion, it is hoped that people living with HIV will benefit from the conclusions 
and recommendations reached in this study, and that they will “… actualise the highest value, 
to fulfil the deepest meaning, the meaning of suffering. For what matters above all is the 
attitude we take toward suffering, the attitude in which we take our suffering upon ourselves” 
(Frankl, 1975, p. 114).  
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Biographical Questionnaire 
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BIOGRAPHICAL INFORMATION 
In order to maximise the usefulness of this research project you are kindly requested to 
provide answers to the questions below. Please note that the information that you provide is 
strictly confidential and that you do not have to provide any information that might reveal 
your identity. Your participation in this project is greatly appreciated and highly valued. 
 
                                          
  Date of birth: 
                
  
  Month:   
             
  
  Year:   
             
  
  
                   
  
  Gender (please mark with an X): 
             
  
  Female   
 
Male   
            
  
  
                   
  
  Ethnicity (please mark with an X): 
            
  
  Black   
 
Coloured   
 
White   
 
Indian   
 
Other     
  
                   
  
  Home language: 
               
  
    
           
  
  
                   
  
  Highest pass in English as subject (please mark with an X): 
        
  
  Grade 7 or less   
              
  
  Grade 8 - 10   
              
  
  Grade 11-12   
              
  
  More than Grade 12   
              
  
  
                   
  
  HIV Status (please mark with an X): 
            
  
  Positive:   
 
Negative:   
            
  
  
                   
  
  Date that you first found out that you are HIV-positive: 
        
  
  Month:   
             
  
  Year:   
             
  
  
                   
  
  How did you first find out that you are HIV-positive? 
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Appendix B 
Letter to Obtain Clearance for the Research from the Head of Clinical 
Governance of the Port Elizabeth Hospital Complex 
 
South Campus 
Psychology Clinic 
Tel +27 (0)41 504 2330 
 Fax. +27 (0)41 583 5324  
          uclin@nmmu.ac.za 
February 1, 2010 
 
The Chief Executive Officer 
Port Elizabeth Hospital Complex 
Private Bag X60572 
Greenacres 
6057 
 
Dear Mr Madonsela, 
 
Request for Authorisation to Conduct Research at the HIV Wellness Clinic (Livingstone Hospital) 
 
I am currently registered at the Nelson Mandela Metropolitan University (NMMU) for the Master‟s 
programme in Clinical Psychology. I am also registered with the Health Professions Council of South Africa 
as an intern clinical psychologist. 
 
As part of my Master‟s studies, I have initiated a research project which is aimed at obtaining a better 
understanding of the emotional needs of people living with HIV, and by implication, ways of addressing 
these needs when counselling people living with HIV. 
 
I recently had the opportunity to meet Mrs Ludwaba, the co-ordinator of the HIV wellness clinic. I have 
discussed my proposed research with Mrs Ludwaba, who in turn, expressed her interest in this research, also 
noting that my research project is complementary to the research that she is planning to conduct. Resulting 
from my meeting with Mrs. Ludwaba, I am interested in conducting my research at the HIV wellness clinic, 
and thus in recruiting research participants from the HIV wellness clinic. 
 
Mrs. Ludwaba further informed me that any research in the PE Hospital Complex should be authorized by 
yourself, hence this letter. For the purpose of providing you with detailed information about my research 
project, I have included a copy of my research proposal with this letter. This research proposal has been 
submitted to the Psychology Department at NMMU, the Faculty of Health Sciences at NMMU, as well as to 
the NMMU Research Ethics Committee; and it has been approved by these bodies. 
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It would be greatly appreciated if you would give consideration to my request for authorization to 
conduct the proposed research at the HIV wellness clinic. 
 
Should you need to contact me telephonically, I can be best reached on my cellular telephone on the 
number 083 444 3817. I can also be contacted via e-mail at the following e-mail address: 
cbnolte@mweb.co.za. 
 
I am looking forward to receiving your feedback. 
 
Yours faithfully, 
 
 
 
_____________________________  ______________________________ 
Roedi Nolte      Ottilia Brown 
RESEARCHER    SUPERVISOR 
 
 
 
_____________________________ 
Prof Louise Stroud 
HEAD OF DEPARTMENT 
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Appendix C 
Clearance to Conduct Research from the Head of Clinical Governance of the 
Port Elizabeth Hospital Complex 
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Appendix D 
Letter to Participants 
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South Campus 
Psychology Clinic 
Tel +27 (0)41 504 2330 Fax. +27 (0)41 583 5324  
          uclin@nmmu.ac.za 
 
February 18, 2010 
 
Reference No: H09-HEA-PSY-010 
Contact Person: Coenraad Nolte 
 
Dear Sir / Madam, 
 
Firstly, we would like to take this opportunity to thank you for agreeing to participate in this 
research. Your contribution and willingness to participate in this project are greatly valued 
and much appreciated. 
 
Secondly, we would like to assure you, that for the purposes of this research, it is not 
necessary for you to disclose your identity. Additionally, all information that you provide will 
be treated in the strictest confidentiality; and it will only be used for this specific study.  
 
The aim of our research is to explore the importance of personal meaning in life in the coping 
of HIV-positive people. We are specifically interested in an aspect of coping referred to as 
the “sense of coherence”. We hope that the findings of our study will help us to evaluate the 
importance of including topics regarding personal meaning in life in the counselling of 
people living with HIV.  
 
As a participant in this research, you will be required to complete three short questionnaires. 
It is expected that this should require less than 30 minutes of your time – to complete all three 
of these questionnaires. 
 
As a research participant, you will have access to a professional counselling service if you 
experience any emotional discomfort as a result of your participation in this study. 
• PO Box 77000 •  Nelson Mandela Metropolitan University 
• Port Elizabeth • 6031 •  South Africa •  www.nmmu.ac.za 
• South Africa•  www.nmmu.ac.za 
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In such an event, you are invited to contact the researcher at the telephone number:  041 – 
504 - 2330 or 083 444 3817. You could also contact the Psychology Clinic of the NMMU at 
telephone number: 041- 504 - 2330. Your identity as a participant in this study will not be 
revealed in any discussion, description or report, and confidentiality is guaranteed to all the 
participants.  
 
Each of the forms and questionnaires that you have received with this letter has a number of 
instructions on how to complete them. We kindly request that you complete each form and 
questionnaire. Once you have completed all the forms and questionnaires, please hand them 
back to the researcher.   
 
You have the right to query any concerns you may have regarding the study at any time. 
Immediately report any new problems during the study, to the researcher.  The researcher can 
be contacted by telephone at the following numbers: 041 – 504 2330 or 083 444 3817.  
 
Furthermore, it is important that you should be aware of the fact that the ethical integrity of 
the study has been approved by the Research Ethics Committee (Human) of the NMMU. This 
committee consists of a group of independent experts who have the responsibility to ensure 
that the rights and welfare of the participants in the research project are protected, and that 
the studies are conducted in an ethical manner.  Studies cannot be conducted without this 
committee‟s approval.   
 
Queries with regard to your rights as a research participant may be directed to the Research 
Ethics Committee (Human), Department of Research Capacity Development, PO Box 77000, 
Nelson Mandela Metropolitan University, Port Elizabeth, 6031. 
 
If no-one there can assist you, you may write to: The Chairperson of the Research, 
Technology and Innovation Committee, P.O. Box 77000, Nelson Mandela Metropolitan 
University, Port Elizabeth, 6031. 
 
Participation in research is completely voluntary. You are not obliged to take part in any 
research.  If you choose not to participate in this research, your present and/or future safety 
will not be affected in any way, and you will incur no penalty and/or loss of benefits to which 
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you may otherwise have been entitled. If you do participate, you have the right to withdraw at 
any time during the study without penalty or loss of benefits.  
  
If you fail to follow the instructions, or if your medical and psychological conditions change 
in such a way that the researcher believes that it is not in your best interest to continue in this 
study, or for any administrative reasons, your participation may be discontinued.  The study 
may be terminated at any time by the researcher or the Research Ethics Committee (Human).  
 
Although your identity will at all times remain confidential, the results of the research study 
may be presented at scientific conferences or in specialist publications.  
 
Please feel free to ask the researcher to clarify anything that is not clear to you.   
 
Yours sincerely, 
 
 
 
Coenraad Nolte    Dr D. Elkonin 
RESEARCHER    CO-SUPERVISOR 
 
 
 
Ms O. Brown     Prof. L. Stroud 
SUPERVISOR    HEAD OF DEPARTMENT 
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NELSON MANDELA METROPOLITAN UNIVERSITY 
INFORMATION AND INFORMED CONSENT FORM 
 
RESEARCHER’S DETAILS 
Title of the research project Meaning in Life and Sense of Coherence of HIV-positive Adults 
Reference number H09-HEA-PSY-010 
Principal investigator Coenraad Nolte 
Address UCLIN,  P.O.Box 77 000, NMMU, Port Elizabeth  
Postal Code 6031 
Contact telephone number  041 – 504 2330 or 083 444 3817 (cellular) 
 
A. DECLARATION BY OR ON BEHALF OF PARTICIPANT  Initial 
I, the participant and the undersigned   
 
A.1 HEREBY CONFIRM AS FOLLOWS:  Initial 
I, the participant, was invited to participate in the above-mentioned research project   
that is being undertaken by Coenraad Nolte 
from Department of Psychology 
of the Nelson Mandela Metropolitan University 
 
A.2 THE FOLLOWING ASPECTS HAVE BEEN EXPLAINED TO ME, THE PARTICIPANT:  Initial 
2.1 Aim:   
The researchers are investigating the importance of personal 
meaning in life in the coping of people that are HIV-positive.  The 
researchers are specifically interested in one aspect of coping 
referred to as “sense of coherence”. 
  
  
The information will be used to evaluate the importance of 
personal meaning in life when counselling people living with HIV. 
2.2 Procedures:   
I understand that I will be required to complete three 
questionnaires that will take me approximately 30 minutes to 
complete. 
  
2.3 Risks: 
It is possible that I may be concerned about my own personal 
meaning in life following my participation in this study in which 
case I will have access to counselling services. 
  
2.4 Confidentiality:   
My identity will not be revealed in any discussion, description or 
scientific publications by the investigators. 
  
2.5 Access to findings: 
Any new information or benefit that develops during the course 
of the study will be shared by providing participants with a 
general report regarding the results of the study. 
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2.6 
Voluntary 
participation / refusal 
/ discontinuation: 
My participation is voluntary. YES NO 
 Initial 
My decision whether or not to 
participate will in no way affect my 
present or future care / employment / 
lifestyle. 
TRUE FALSE 
 
A.3 THE INFORMATION ABOVE WAS EXPLAINED TO ME/THE PARTICIPANT BY:  Initial 
Coenraad Nolte   
In Afrikaans  English   
and I am in command of this language. 
 
A.4 
No pressure was exerted on me to consent to participation, and I understand that I may 
withdraw at any stage without penalisation. 
  
 
A.5 Participation in this study will not result in any additional costs to myself. 
  
 
A.6.   I HEREBY VOLUNTARILY CONSENT TO PARTICIPATE IN THE ABOVE-MENTIONED PROJECT: 
Signed/confirmed at  on  20 
 
 
 
 
 
Signature or right thumb print of participant 
Signature of witness: 
Full name of witness: 
 
B. STATEMENT BY OR ON BEHALF OF INVESTIGATOR(S) 
I,  Coenraad Nolte declare that: 
1.  I have explained the information given in this document to  
2. He / she was encouraged and given ample time to ask me any questions; 
3. 
This conversation was conducted in Afrikaans  English   
and no translator was used. 
4. I have detached Section C and handed it to the participant YES NO 
Signed/confirmed at  
O
n 
 20 
Signature of interviewer 
Signature of witness: 
Full name of witness: 
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C. IMPORTANT MESSAGE TO PARTICIPANT/REPRESENTATIVE OF PARTICIPANT 
 
Dear participant/representative of the participant, 
 
Thank you for your/the participant’s participation in this study.  Should, at any time during the study: 
 
- an emergency arise as a result of the research, or 
- you require any further information with regard to the study 
 
Kindly contact Coenraad Nolte,  UCLIN (Nelson Mandela Metropolitan University Psychology Clinic) 
at telephone number 041 – 504 2330 or 083 444 3817 (cellular) 
 
 
